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ABSTRACT 
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Sessions, Cannabis Youth Treatment (CYT) Series, Voliome 1", presents a seven- 
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for adolescent cannabis users. It addresses the implementation and evaluation 
of cognitive behavioral treatment for adolescent marijuana users as part of 
the Cannabis Youth Treatment Project: A Cooperative Agreement for Evaluating 
the Efficacy of Five Treatments for Adolescents With Self-Reported Marijuana 
Use and Problems Associated with Its Use. This volume provides instructions 
for sessions 6 through 12 of the cognitive behavioral therapy (CBT) for 
adolescent marijuana users. The first five sessions (two motivational 
enhancement therapy sessions and three CBT sessions) are described in Volume 
1. This manual has been adapted for general treatment use. It is divided into 
seven sections including appendixes. The first two sections provide 
background, an overview of the theoretical model underlying the design of 
CBT7, and discussions on supplemental issues. Sections III through VI provide 
an overview of session components, step-by-step procedures for implementing 
the treatment protocol, a glossary of terms, and the references. The 
appendixes include sample posters, sample forms, and a detailed account of 
the CYT study. (Contains 57 references.) (GCP) 
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L Iiifro'iliiuctioii aiKrl BackgrouuiKtl 

Introdviction and Organization of the Manual 

This nuinual, a supplement to Motivational Therapy and 

Cognitive Behavioird Therapy for Adolescent Cannabis Users: 5 Sessions^ 
Cannabis Yonth Treatment (GIT) Series, Volume 1, presents a seven-session 
eo^nitive behuvioral treatment (CBT7) approaeh designed espeeially for 
adoleseent cannabis users. It addresses the implementation and evaluation 
of eognitive behavioral treatment for adolescent marijuana users as part 
of the Cannabis Youth Treatment Project: A Cooperative Agreement for 
Evalu^iting the Efficacy of Five Treatments for Adoleseeiits With Self-Reported 
Marijuana Use and Problems Associated With Its Use. 

This volume provides instructions for sessions 6 through 12 of the eognitive 
behavioral therapy (GET) for adoleseent marijuana users. The first five sessions 
(two raoti\\ational enhancement therapy [MET] sessions and tliree GET 
sessions) are described in Motivatkmal Enhancement Therapy and Cognitive 
Behavioral Therapy for Adolescent Cannabis Usei's: 5 Sessions, CTT SerieSj 
Volume 1 . 

Research provides convincing evidence of the efficacy of using eognitive 
behavioral techniques to help adult substance abusers (Stephens, Roffman 
& Simpson, 1994; Bien, Miller & Tonigan, 1993). However, relatively little 
has been done to test the effectiveness of eognitive behavioral techniques 
with adolescent substance abusei's. This manual w’as developed to apply the 
cognitive behavioral approach to treat a specific type of substance abuser: 
the adolescent cannabis user. It provides a struetui*ed cognitive behavioral 
model that can be reliably delivered, monitoi'ed, and ev'aluated. 

The three incremental arms of the G\T treatment design (Dennis et al., 
1998) are MET/GBTvS, consisting of 5 sessions; the MET/GET5 supplement 
((]BT7), consisting of an additional 7 sessions; and the family support 
network (l^SN), consisting of 10 sessions (6 parent education sessions and 
4 home visits). In the GIT study, these three modular components were 
linked together in various combinations to produce interventions of vaiying 
length and scope. First, MET/GBT5 served as a stmid-alone, brief intenention. 
Then, GBT7 w’as combined with MET/GBUS to produce MET/CBTvS 4* GBT7. 
Finally, FSN was added to MET/CBT5 4* (]BT7 to produce a eoml:)ined 
intenention that includes individual sessions, adolescent grou]> sessions, 
parent education groups, and therapeutic home visits. Two additional 
treatment inteiventions w'cre also studied: the adoleseent eommunity 
reinforcement approach (AGRA) and multidimensional family therapy (MDFT). 

This manual has been adapted for general treatment use. It is divided into 
sev’Cn sections iiieluding appendixes. The first tw-o sections provide background, 
an overview of the theoretical model underlying the design of GBT7, and 
diseussions on supplemental issues. Sections III through VI provide an 
oveniew of session eom]>onents, step-by-step procedures for implementing 
the treatment ] 7 rotoeol, a glossarj'^ of terms, and the references. The appendixes 
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include sample posters, sample forms, and a detailed account of the C\T 
study. The manual is equipped with tab paj^es to facilitate finding individual 
sections. 



Client and Provider Information 



Tm*get Popidation 



MET/CBT5 -h CBT7 is designed for the treatment of adoleseents between 
ages 12 and IS who are exhibiting problems related to marijuana use, as 
indicated by one of the following: 

• Meeting criteria for cannabis abuse or dependence 

• Exi^erieneing problems (including emotional, physical, legal, 
social, or aeademic problems) associated with marijuana use 

® Evidencing frequent (w^eeldy or more often) marijuana use, over 
a v3-month period. 

iVlthough this treatment includes suggestions for addressing both drug and 
alcohol use, it was not originally designed for treating adolescents with 
polysubstanee dependence or those wiio use other substances on a weekly 
basis. Adolescents were excluded from the study if they drank alcohol on 45 
or more of the previous 90 days or if they used another drug on 13 or more 
of the previous 90 days. 

This treatment was effectively implemented with adoleseents with mixed 
demographic characteristics such as race, age, soeioeeonornic status (SES), 
and gender, as well as from different regions. MET/CBT5 + CBT7 therapists 
need to be culturally aware of and sensitive to the client group to wlioin 
they provide this treatment so they can provide relevant examples and use 
language that is understood by the clients in therapy sessions. 

Likely referral sources of the clients include parents, the justice system, 
school personnel, and medical or mental health providers. Self- referral is 
rare. 

Contraindications for MET/CBT5 + GBT7 are the following: 

® The need for a higher level of care than outpatient treatment 



® Social anxiety disorder so severe that participation in group 
therapy is not viable 



• Severe conduct disorder 

• Other acute psychological disorders of sufficient severity that they 
prohibit full partieipation in treatment. 
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Part I: Introduction and Background 



I lAivel of Care 

i 

I MET/CBTvS + CBT7 is a])propriate for use as either an outpatient treatment 
I (Ameriean Soeiety of Addiction Medicine [ASAM] Level 1) or an early 
I intervention (ASAM Level 0.5). 

I 

} 

$ 

j Staffing Recommendations 

I 

I The staffing level recommended for implementing MET/GBT5 + GBT7 is 
i one therapist for six adolescents in a treatment group. In the first weeks of 
! the treatment, the therapist sees each group participant for two individual 
I therapy sessions. During the next 10 weeks, the therapist eonducts one 
! group therapy session per week. Addi tional clinician time may be needed to 
j deM with emergencies that may oeeur, to address pragmatic issues such as 
1 scheduling and eomrnuaieation problems, and to make referrals, 
i 

} Additional staff members may be required to conduct and score the initial 
I assessments and to prepare personalized feedback reports (PFRs). An 
I additional staff person should be available in reasonable proximity to the 
j group therapy room when group sessions are in progress. This staff person 
j (who maybe doing other work) could assist in dealing with emergencies or 
j supervising a client who has been asked to leave a group session because he 
j or she is under the influence of drugs or being disruptive. 

! 

i Types of Organvzatiotus 

MET/CBT5 + GBT7 is appropriate for use in several types of organizations 
that provide outpatient care, including substance abuse treatment programs, 
mental health clinics, yoi»th social seniee agencies, and private practice 
mental health and substance abuse treatment settings. Gommunity centers, 
schools, or general medical settings may also be appropriate for implementing 
MET/CBT5 + (]BT7, provided properly trained staff members are available. 
These latter settings maybe particularly well suited for implementing 
MET/GBT5 + GBT7 as an early in ten'Cntion. 

Staffing and Certification Requirements 

The (AT study used therapists wiio were trained at the master’s degree 
level; however, a similar level of training is not necessary' for individuals in 
j the field. 

I 

i Retiirirements for therapists administering (3BT7 in combination with 
I MET/(]BT5 and FSN are (1) a bachelor of arts or master of arts degree, (2) 

1 certification in addiction counseling, (3) a minimum of 1 year of prior clinical 
I experience wT)rking with adolescents, and (4) previous clinical experience 
j with behavioral interventions. 

I 

I Supeivisoi’s should have expertise in the eoi*e inter\'cntion: MET/(JBT5 + 

I GBT7. Gertifieation eriteria and proeedui'cs are detailed in appendix 3. 
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I Scope and Significance of the Cannabis Problem 

I Marijuana remains the most widely used and most readily available illicit 
j psyclioaetivx^ substance in the United States, with nearly 76 million individuals 
I reporting use at least once during their lifetime (Substance Abuse and 
! Mental Health Seniees Administration, 2()()la). Marijuana use among 
i adolescents ages 12 to IS continues to be a serious problem. According to 
I results of the Monitoring the Future Survey (Institute for Social Research, 
j 1997), use of marijuana among 10th and 12th graders continues to rise and 
j is at an all-time high, with steady, but decelerating, increases in lifetime, 
i yearly, monthly, and daily usages. For the first time since 1991, when data 
i eolleetion began on 8th graders, marijuana use among 8th graders did not 
I increase, although rates of usage remain alarmingly high. Lifetime use (at 
least once during one's life) in 1997 wvas 22.6, 42.3, and 49.6 percent among 
8th, 10th, and 1,2th graders, respectively, wliile annual use prev^alenee (use in 
i the past year) was reported as 17.7, 34.8, and 38.5 percent. From 1992 to 
j 1997, past month usage among high school seniors rose from 11.9 to 23.7 
j percent; among 10th grade students, monthly use increased from 8.1 to 
I 20.5 percent; among 8th graders, it rose from 3.7 to 10.2 percent. Of par- 
I tieular concern is the eontinuing rise in daily marijuana use. Among 10th 
j and 12th graders, the 1997 survey results showed daily use prevnlenee at 
I 3.7 and 5.8 percent, respectively. Similar trends in marijuana usage have 
I been obsen ed in regional suiveys of junior and senior high school students 
I (Godley et al., 1996^); Hartwell et al., 1996). Tlie continued increase in 
^ marijuana use has been attributed to two factors: declines both in the 
j disapproval of marijuana use and in the perceived dangers of marijuana 
(Johnson, Hoffman & Gerstein, 1996). 

Despite the pereeptioJi that marijuana is not dangerous, the rate of emergency 
department mentions of marijuana more than tripled among adolescents 
ages 12 to 17 between 1993 and 2000 (Substance Abuse and Mental Health 
Seniees Administration, 2001b). Conversely, in the 12 to 17 age group, 
marijuana now aeeounts for more than twice the number of hospital 
eniergeney room eases as cocaine and heroin combined. 

Minority youth represent a particularly vulnerable segment of the population 
j beeause of their disenfranchised status (Diyfoos, 1990), Minority students 
I are relatively less likely to start using illegal drugs, but among those who 
I have done so, the i:>roportions who use marijuana regularly are higher than 
I among nonminorities (Kandel & Davies, 1996), 

i 

I 

! An additional danger associated with marijuana use observed in adolescents 

j is a sequential pattern of involvement in legal then illegal drugs (Kandel, 

j 1982). That is, marijuana is frequently a stepping stone from cigarette and 

I aleohol use to use of harder drugs (e.g., cocaine, heroin) (Kandel & Faust, 

i 1975). This stagelike progression of substance use, known as the gatevv^ay 

i phenomenon, is common among youth from all soeioeeonomie and racial 

j backgrounds (Kandel & Yamaguehi, 1993). In sum, adolescent marijuana 

j use is closely linked to future dnig involvement. That is, as long as marijumia 

I use is only experimental, it portends a decline in use of all drugs later. 

1 

1 

j 

I 10 

I 

I 
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Part I: Introduction and Background 



j However, more serious use of iiiarijuniia often snowballs to iiivolveineiit witli 

I increasingly addictive and potent drugs. 

! 

I 

j Whatever the pattern of marijuana use, its phv'sieal effects include fluctuations 
I in blood pressure, decreased salivation, mild unsteadiness, impaired 
I coordination, hunger, drowsiness, slowed speech, respiratoiy difficulties 
j (Cohen, 1979; Hall, 1995; National Institute on Drug Abuse, 1986), a 
i decrease in the immune response, suppression of testosterone production 
j in males (Cohen, 1979), and a decrease in respiratoty vital capacity. 

i Adoleseents abstaining after chronic marijuana use showed evidence of 
I short-term menioiy impairment, loss of abstract and logical thinking, 

! inability to focus attention and filter out irrelevant information, inability to 
j resolve normal emotional conflicts, mental confusion, and mcmoiy problems 
I (Millsaps, Azrin & Mittenberg, 1994; Lundq\ist, 1995; Solowij, 1995; 

I Solowij et al, 1995). Studies suggest that it may take 6 to 12 weeks for 
j even partial reeovety of cognitive functioning to occur and that this process 
j is prolonged when there is any interim use. 



j A eomnionly noted effect of chronic marijuana use is amotivational swidrome. 

{ This svTidrome is characterized by apathy, decreased attention span, pooj* 
j judgment, diminished capacity to carrv' out long-term plans, socid withdrawal, 

I and a preoccupation with acquiring marijuana (Cohen, 1980, 1981; 

I Schwartz, 1987). Amotivational syudrorne is attributed to heavy cannabis 
I UvSe and has been observed in adolescents (Schwartz, 1987). However, Musty 
I and Kaback (1995) reported that amotivational svanptoms in heavy marijuana 
j users between ages 19 and 21 might actually be due to eo-oeeurring 
j depression. Wliether amotivational swidrorne is a prirnaty^or seeondaty 
I diagnosis in subpopulations of marijuana abusers has not yet been resolved. 
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Marijuana use has also been associated with a wide variety of social-psychological 
problems. Rob and colleagues (1990) compared adolescent marijuana users 
and nonusers on a number of psychosocial factors. Marijuana use w-as 
associated with poorer family relationships, poorer school performance, 
and higher levels of school absenteeism. Other illegal drug use w*as almost 
entirely restricted to marijuana users, and marijuana users were more than 
three times as likely as nonusers to be sexually active, to drink alcohol 
three or more times per week, and to smoke cigarettes. Serious marijuana 
use is associated with a multitude of behavioral, developmental, and family 
problems (Kleinnian et al., 1988), including conduct disorder, crime and 
delinquency, school failure, unw^anted pregnancy, and escalating drug 
involvement (Donovan & lessor, 1985; Farrell, Danish & Ihnvard, 1992; 
Hawldns, Catalano & Miller, 3.992; lessor & lessor, 1977). 

Background on Cannabis Youth Treatment Cooperative 
Agreement Goals 

The purpose of tlie Cannabis Youth Treatment Project Cooperative Agreement 
with the Substance Abuse and Mental Health Sen-ices Administration's 
(SAMHSAs) Center for Substance Abuse Treatment (CSAT) w^as to (1) test 
the relative effectiveness and cost-effectiveness of a variety of inteiventions 
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j targeted at reducing or eliminating marijuana use and associated problems 
j in adolescents and (2) provide validated models of these inten'cntions to 
I the treatment field. The target population was adolescents with the 
; cannabis use disorders of abuse or dependence as defined by the American 
j Psyehiatrie Association (1994). Appendix 4 includes additional information 

i on the (AT study. 

1 

) 

I Overview of the Studv 

J 

J 

i 

j The CAT study was conducted in collaboration with st^iff from organizations 
i in five different sites across the countiy: Chestnut Health Systems- 
I Cvoordinating Center (GHS-GC) in Bloomington, IL, and Chestnut He^dth 
! Systems (GHS-MG) in Madison County, IL; University of Conneetieut Health 
CiCntcr (UGHC) in Farniington, GT; Operation PAR in St. Petersburg, FL; 
and Children's Hospital of Philadelphia (CHOP) in Philadelphia, PA. The 
i study in\x)lved five treatment conditions: motivational enhancement therapy/ 
j cognitive behavioral therapy: 5 sessions (MET/CjBT 5); nloti^'ati()nal 
j enhancenient therapy/eognitive behavioral therapy: 12 sessions (MET/GBT5 
I + GBT7); m(.^tivational enhancement therapy/eognitive behavioral therapy: 

I 12 sessions plus family- sup]:)ort net\vork (MET/GBT5 + GBT7 + FSN); 
j ACRA; and AffiFT. 

i These five treatments were grouped in several ways. First, they varied by 
I mode — the first three combined individual and group inteiventions, whereas 
! the last two consisted of individual sessions. Second, they varied by modality' — 
j the MET/CBT and AGILV interventions were based on behavioral treatment 
j approaches, whereas the FSN and MDIT inten'Cations were based on family^ 

I treatment approaches. Third, they^vere expected to vary^ by resource 
intensity and cost. 

The following descriptions provide greater detail about the individual 
eoniponents of the CYT Project. 

MET/GBT5: The primary^ goals of this treatment are to enhruiee paitieipants' 

motivation to change their niarijuana use and to develop basic skills needed 

to achieve abstinence or gain control over niarijuana use. The first and 

j second sessions are held individually with each participant. They' are spent 

j enhancing niotivation and identifying high-risk situations that may increase 

j the likelihood of relai:)se. The therapist explores the participant’s reasons 

j for seeking treatment, prior treatment attempts, goals, self-effieaey, readiness 

I for treatment, and problems associated with niarijumia use. A PFR is used 

I to compare the participant's marijuana use and related problems with 

j national norms. The three subsequent CBT sessions are provided in a group 

j therapy format. Therapists conduct one group therapy session per week, 

j and the group size is limited to six partieipants. Participants learn basic 

j skills for refusing offers of marijuana, establishing a social netwxDrk supporting 

i reeoveiy, developing a plan for engaging in pleasant activities that fill free 

j time formerly oeeiipied with marijuana-related aetivities, coping with 

j unantieipated high-risk situations, problem solvmg, and recovering frotn 

1 a relapse, should one oeeur. 

! 

I 

I 
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Part I: Introduction and Background 



I CBT7: The goals of this treatment are to eiilianee participants' motivation 
j to change cannabis use, as above. However, tliis interv^ention supplements 
I MET/GBT5 with additional training in the use of eoping skills for dealing 
I with events and personal states that, by past assoeiation, have become 
I functional cues or reinforeers for cannabis use. GBT7 offers weekly group 
I sessions that teach eoping as an alternative to using eannabis when 
j responding to interpersonal problems, negative affect, and psychological 
1 dependence. In these groups, participants learn problem solving, anger 
I awareness, anger management, eommunieation skills, resistance to craving, 
j depression management, and managenient of thoughts about marijuana. 

j Group size is limited to six participants, 

\ 

i _ . 

! P"SN: This treatment uses an intensive, family-focused approach designed 
I to improve parenting skills and to increase family cohesion, closeness, and 
i parental support. Presumably, impro\ing these skills increases the likelihood 
j of both initial and sustained change. The intencntion consists of case 
I management (to promote parent engagement in the treatment process), 

} six parent education group meetings (to improve parent knowledge and 
I skills relevant to adolescent problems and family functioning), four therapeutic 
j home visits, and referral to self-help support groups. At least one parent or 
I caregiver is required to attend group meetings. All family members living at 
j home are ijivited to participate in home visits. 

I 

\ ACRA: This treatment is composed of 12 individual sessions with the 
1 adolescent and/or the adolescent’s concerned other. AGlli'V focuses on 
I teaching alternative skills to cope with problems and meet needs, with an 
emphasis on the adolescent’s environmejit. A concerted effort is made to 
change the environmental eontingeneies — both positive and negative — 
related to substanee use. 

MDFT: This treatment is family focused and includes 12 wx^ekly sessions to 
work individually with the adolescents and their families. MBIT focuses on 
family roles, other problem areas, and their interactions. 

The intenontions for MET/GBT3 and PSN are detailed in Volume 1 (SampI 
& Kadden, 2001) and Volume 3 (Hamilton et al., 2001), respectively, of 
the GYT Series. This manual for GBT7 occasionally references its partner 
intencntions (i.e., MET/CBT5 and ESN), and it explains and provides 
details on the sessions unique to GBT7, Like the other GBT manuals, this 
manual focuses on the development of interpersonal and self-management 
I skills for helping to effect and maintain abstinence. 

I 

! In each site of the CAT study, approximately 150 adolescents were 
I systematically assigned to one of three intencntions. At UGHG and 
j Operation PAR they were assigned to the brief MET/CBT5 or one of the two 
j other individual/group combinations. At GHS-GG, CHS-MG, and CHOP, 
adolescents were systematically assigned to the brief MET/CBT5 treatment 
j or one of tlie tw-o individual approaches of AGRA or MDl^. All conditions 
j we're replicated in two or more sites and were manurd based with expert 
j workgroups supporting them. Each group met weekly :uid eonsisted of six 
I partieipants, Ai\ participants were assessed at intake and at 3, 6, and 9 
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I months after intake. To validate subject responses to questions about use, 
j urine tests and collateral assessments were done at intake and at 3 and 6 
i months after intake. 
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I IL Xlie QBX7 Appro acli £o Caiiiival>is X'eatnuLeiats 
j IBackg roTimcl aiirl Overview 

i 

! Evolution and Purpose of Protocol 

I 

I The additionril sessions presented in this manual were developed to extend 
I CYT's MET/CBT five-session inten’ention by seven group sessions. This 
; allowed investigators to test whether adding seven eoping skills training 
j sessions pro\ ided in a group format would result in improved outeonies for 
j treatment reeipients. 
i 

i . 

i Previous Applications of Cognitive Behavioral Treatment to 
} Relevant Populations 

i 

i In elinieal trials, cognitive behavioral approaches to treatment have been 
I demonstrably effeetive with other behavior- and mood-related problems 
j experienced in ehildhood and adolescence, as well as for relapse problems 
j of adult snbstanee abusers. 

j 

\ Cognitive behavioral inteiwentions are helpful to children and adolescents 
I with behavior or mood problems and those with conduct disorder or 
j subclinical delinquency. Cognitive behavioral trials with this population 
I have yielded impi*ovements in problem solving, self-control, prosocial behaviors, 

I and positive communication that have been sustained for at least a year 
I (Kendall et al., 1990; Kazdin et al., 1989; Sarason & Sarason, 1981; Camp, 
1977; Sarason & Ganzer, 1973). 

Trials with children and adolescents diagnosed with attention deficit/ 
hyperactivity disorder (M)/HD) have been less successful. Although these 
trials yield temporaiy improvements for on-task behavior and self-control, 
the effects often last less than a year. The treatment effects also do not 
j generalize to soeial situations and do not enhaiiee the effects of medication 
I (Abikoff & Gittleman, 1983; Brown, Wynne & iVIedemis, 1983; Hinshawv 
Henker & \\1ialen, 1984; Kendall & Wilcox, 1980; Douglas et al., 1976; 
Meiehenbaum & Goodman, 1971). 

With respect to internalizing disorders, cognitive behavioral inteiventions 
appear effectivt^ with adolescents w^ho meet the eriteri.a for having depressive' 

I disorders. Not uncommonly, reduced rates of depression and relapse are 
I sustained within these populations for at least 2 y-ears (Hops & Lewinsohn, 

I 1995). 

t 

1 

I 

j Another type of client that seems to benefit from cognitive behavioral 
I treatment is the adult Jiftereare recipient in reeoveiy from a substance use 
1 disorder. For this population, the cognitive behavioral paradigm appears to 
j be a useful educational method for helping to organize and anticipate 
j stages of relapse. Of particular relevance to this manual is Marlatt and 
I Gordoirs (1985) eognitive behavioral model of relapse. Marlatt and Gordon 
i propose that relapse is a sequence of stages that can be arrested wlien 
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I ap|.)ropriate cognitive behavioral techniques are introduced to halt the 
I progress from one stage to the next. According to their stage model, triggers 
i that generate emviiigs for a substance work sjmergistieally with positive 
j thoughts about a sul‘>stance's satisfying effects to undermine resistance, 
j By using self-talk and social support to check cravings and by mentally 
I challenging the perceived l)enefits of use, adult aftercare patients can 
I effectively prevent relapse and extend periods of abstinence. 

i 

\ 

i Based on its success rate with children and adolescents with a variety of 
j behavior or mood problems and with adult substance abusers, CBT w-as 
I selected as an appropriate component of treatment for participants in the 
I CYT study. 

I 

iVs also noted in the MET/CBT5 manual (Sampl & Kadden, 2001), the 
MET/GBT inten'Cntion described in this manual is an adaptation of adult 
j treatment. The unique developmental tasks of adoleseenee play a role in 
I substance use disorders and their treatment. Nowinski’s 1990 book, 

! Substance Abuse in Adolescents ami Young Adults: A Guide to Treatment, 

I provides a useful discussion of substance abuse in relation to adolescent 
I development. Nowinski discusses the primaiy adolescent developmental 
I task of individuation, in W'hich adoleseejits develop identities separate from 
I their parents or caregivers. During this individuation process, adolescents 
I are especially likely to question what adults tell them. Using the MET 
I approach minimizes the likelihood of provoking resistance, w^hieh might 
j occur in a highly directive or confrontative therapeutic approach. As a 
I result, the MET approach seems particularly promising for adolescent 
marijuana users. In MET the therapist works with the elient\s own 
marijuana use goal, helping to evaluate the benefits and disadvantages of 
abstinence versus continued use. This process supports the development of 
self-control, mother key developmental task of adolcvseenee (Nowinski, 1990). 

Overview of Treatment Model/Intervention 

Ti^eatment Goals and Objectives 

The ultimate goal of (]BT7 is abstinence. Tow-ard this end, C]BT7 is administered 
j with two l:)road treatment objectives in mind: (1) to teach adolescents how' 

I to use a l)road spectrum of coping activities to help deal with problems, 
j inteipersonjil conflicts, and negative mood states and (2) to teach adolescents 
I how' to anticipate and challenge the thoughts, cravings, and urges that 
j impel marijuana use as a means to maintaining abstinence. The framework 
I therapists use to promote these ol:)jeetives is first to work with clients to 
1 identih- a wide range of interpersoiml and intrapersonal stressors, triggers, 
i cravings, and urges that pull for impulsive/self-defeating behavior or for 
I marijuana use. Therapists also teach coping skills that clients can use to 
I weather stressful eireumstances and maintain abstinence, 
i 

j These objeetives of CBT7 are mutually supportive and s\Tiergistie. Marijuana 

j use can be seen as a nialadaptive form of coping. Efforts to develop adaptive 

i coping skills will have the siibsidiaiy effect of reducing the need for 
I cannabis as a coping agent. Likewise, by reducing or eliminating marijuana 
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• use, adolescents learn alternative approaches to stress nianageinent that 
j have greater potential for long-term benefit. 

I 

The overall goal of abstinence, however, deserves further clarification. In 
vsessions 10 and 12, adolescents in GBT7 are taught to use cognitive behavioral 
strategies, first to abstain from niarijuana and then to maintain abstinence 
after treatment is over. Declaring abstinence the ultimate goal of treatment, 
however, does not memi that it becomes a criterion for receiving treatment 
in the first place. Adolescents should not be removed from treatment for 
oeeasioiial use of marijuana or other substances (unless substance use 
escalates to a point where clinical deterioration is evident). They should be 
allowed to continue as long as they commit to working toward renewed 
! abstinence. At the same time, clients should not be allowed to come to 
j treatment if they are mmiifcsth' high on marijuana or other drugs, espeei<ally 
I if the therapist deems them unlikely to benefit from the group or likely to 
i tempt others to use. (See Coming to Group Intoxicated, page 30 in Section 
j III: Oveiview of Treatment Session Components.) 

i 

I In GBT7, the participant's ambivalence about the possibility of stopping 
j marijuana use is eonsidered normal. The therapist is encouraged to accurately 
j reflect participants’ mixed feelings about quitting marijuana. Therapists are 
j encouraged to ‘‘normalize” ambivalence and eoJicerns about quitting. They 
! can provide feedback to participants, such as, “WTat you’re feeling is not at 
j all unusual, especially in these early stages. Many people have mixed feelings 
j about quittijig pot.” Also, they can reinforee any self-motivational statements 
i and indications of willingness to change. Participants may reeojisider their 
resistance to change if they believe the therapist understands the reasons 
for being hesitant to change. 

Theoretical Assumptiori:^ 

The cognitive behavioral paradigm assumes that thinking, feeling, and 
doing are separate realms of human process that become associated 
through learning. Cannabis use, like any behavior, can be linked with 
thoughts, feelings, and other behaviors through direct experience or 
through obseiwation. Associations can be strengthened by intense learning 
experiences or by placing certain thoughts, feelings, or actions in frequent 
proximity to use. When the)’ are strong enough, associations can even ser\e 
as triggers (i.e., antecedents) that effectively cue or reinforce a person’s 
desire (i.e., eonsequences) to use — even wben that person is planning to 
I abstain. From a cognitive behavioral perspective, for individuals to change 
I their patterns of cannabis use, they should attend to the context in which 
j they use, as woll as to the decisions that lead to using. Taking a broad 
I perspective on the context of cannabis use can improve one’s chances for 
j anticipating and thereby avoiding unintended relapse. 

j A second theoretical assumption in the cognitive behavioral framework is 
j that teaching and consulting are appropriate ways of inteivening with people 
} who have mental health problems. As teachers, cognitive beha\loral therapists 
I use a classroom teaching style to help clients comprehend coping skills. 

I They use experiential teaching methods to help clients internalize coping 
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j skills that are personally iiseful. As consultants, therapists tailor session 
j content to problems raised by an individual or by i^roup members. The 
I cognitive behavioral therapist is not perceived as an expert by the client but 
j rather as an ally who appreciates the difficulty of balancing personal emotions 
I and ambiguous social demands and who is prepared to share ideas about 

1 how to deal with l^oth. 
i 

i 

I Treatment Model 

i 

j CRT posits that, for adolescent cminabis users to abstain from smoking, 
they must learn new wa\^ of respojiding to feelings, states of mind, or situations 
that have led to use in the past and the internal dissonance that may arise 
as a consequence of using, despite earlier commitments to abstaui. 

Exhibit 1 suggests that individuals’ confidence in their ability to abstain 
j (i.c., their self-efficacy) derwes from periodic exposure to high-risk situations 
j that triggered or mediated use in the past. Using coping skills learned 
! through CRT in these sitUtations increases the likelihood that the adolescent 
! will achieve a positive outcome such as a reward, rediieed anxiety, abstinence, 

I or diseontinuanee of use and, in tuj*n, strengtheji his or her perception that 
I a positive outcome is achievable. The bottojii trajectoiy of exhibit 1 illustrates 
I the default sequence that occurs if the adolescent lacks coping skills or 
I fails to use coping skills at the appropriate time. In this case, an ineffective 
I response to the risky event vields disappointment (i.e., low self-efficacy) and 
j emergent desire to remedy the situation with marijuana. Desire leads to 
use, and use further erodes the perceived ability to abstain. 

Exhibit L Cognitive Behavioral Model of tlie Relapse Process 




j Source: Mmiatt & Gordon, 1985. CopvTlght © 1985 by The Guilford Press. 

I 

I 

i O 
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I In short, CBT is an inten'ention designed to teach adolescents alternative.' 

I wa\^ of coping with cireumstanees that wqtq previously associated with use. 
i The purpose is (1) to increase adolescents' range of coping skills and 
j subsequently their perceived ability to abstain and (2) to replace cannabis 
j use as a default option for coping. 

i 

I Ovei^new of Sessknus 

The MET/GBT5 intcn-ention is described fully in Sanipl and Kaddcri (2001). 
j Exhibit 2 presents the five sessions of MET/CBT5 that always preeede 
I GBT7. Exhibit 3 presents the seven sessions of GBT7. 



I Exhibit 2. P^ive Sessions of MliT/ClTFS 



Session 

Number 


Modality 


Time 

Period 


Primary 

Approach 


Main Topics 


Session 1 


Individual 


60 min. 


MET 


Motivation Building (Sanipl & 
Kadden, 2001, pagks 32-40) 


Session 2 


Indi\'idual 


60 min. 


MET 


Goal Setting (Sampl 8r Kaddcn, 
2001, pages 41-51) 


Session 3 


Group 


75 min. 


CBT 


Marijuana Refusal Slulls (Sanipl 
& Kaddeii, 2001, pages 61-67) 


Session 4 


Group 


75 min. 


CBT 


Eriharieing the Social Support 
Network and Increasing 
Pleasant Activities (Sampl & 
Kaddcn, 2001, pages 68-76) 


Session 5 


Group 


75 min. 


(]BT 


Planning for Emergeneies and 
Coping With Relapse (Sanipl & 
Kaddcn, 2001, pages 77-81) 



Group sessions are held weekly and consist of six participants. Gontent 
descriptions of the five MET/GBT5 and sex-en GBT7 sessions are pro\-ided 
j below. 
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j Exliibit 3. Seven Sessions of GB'17 



Session 

Number 


Modal it>^ 


1 ime 
Period 


Primary 

Approach 


Main Topics 


Session 6 


Group 


75 min. 


CBT 


Problem Solving (pages 37-44) 


Session 7 


Group 


75 min. 


CBT 


Anger Awareness (pages 45-57) 


Session 8 


Group 


75 min. 


CBT 


Anger Managemejit (pages 
58-63) 


Session 9 


Group 


75 min. 


CBT 


Effective Communication (pages 
64-71) 


Session 10 


Group 


75 min. 


CBT 


Coping With Cravings and Urges 
To Use Marijuana (pages 72-79) 


Session 11 


Group 


75 min. 


GET 


Depression Management (pages 
80-91) 


Session 12 


Group 


75 min. 


CBT 


Managing Thoughts About 
Marijuana (pages 92-100) 



Session 1 includes motivational interviewing and focuses on establishing 
rappoit and building motivation. The therapist explores the participant’s 
reasons for seelung treatjnejit, prior treatment episodes, previous attempts 
to quit, treatment goals, and perceptions of self-efficacy. A personalized 
feedback report outlines information provided on intake assessjnent 
instrumcjits, highlights the adolescent’s problems and concerns related 
to marijuana use, and compares his or her marijuana use with national 
adolescent norms. A sample PFR and instructions for filling it out can be 
found in a])pendix 4 of Motroational Enhancement Therapy and CJogititvve 
Behavioral Therapy for Adolescent Camiahis Users: 5 Sessions (Sanipl & 
Kadden, 2001). The therapist reinforces indications of motivation to change 
and explores ambivalence, as it may pose a significant barrier to abstinence. 

i Session 2 reinforces the participmit’s motivation to change. The first session 
i is summarized, and reactions to the material covered in the first session are 
discussed. The therapist and the participant collaborate on establishing a 
1 personalized plan for change. The therapist introduces the concepts of 
I functional analysis and triggers, provides general information about partiei- 
j pation in grou]:> therapy and the fajiiily support networli (if applicable), and 

I answers questions or discusses the adolescent’s concerns, 

i 

i Session 3 is the first group session ;md focuses on developing skills for 
I refusing offers to buy or use marijuana. Participants discuss social pressure, 

I the need for immediate ajid effective action, wa>'S to say “no” quiclvly and 
j convincingly, alternative activities, and avoidance of making excuses. The 

I " 

I 

1 

I 



i 

I 
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I therapist roleplays ineffective (passive, aggressive, passive-aggressive) and 
; effeetive (assertive) responses. Roleplajing of risky situations is included. 

I 

j Session 4 focuses on enhaiieing partieipants’ social support network. The 
I adolescents identify potential supporters, kinds of helpful support, and 

j inethods for improving social relationships and increasing support. The 

I therapist models appropriate ways to seek support. Group members complete 
i a social circle diagram and describe the support available from the people 
j included in their diagram. Ways of iiiereasing partieipation in appropriate 

i pleasant aetivities may also be presented. 

I 

I Session 5 eoneentrates on coping ^^ith unanticipated high-risk situations 
I and relapses. The group discusses situations that could precipitate relapse, 
i Participants are advised that smoking marijuana may produce feelings of 
I guilt and shame. The adoleseents are encouraged to view these situations as 
j learning experiences that contain information on preventing future niarijuana 
{ use. Group members develop a personal emergeney plan and identify steps 
I for dealing with a slip or relapse. 

I 

j Session 6 focuses on developing effective problem-solving skills using a 
j five-step problem-soKing model. The group members use a group exercise 
I to apply the model and respond to feedback from their peers and the thei*apist. 

I 

« 

j Session 7 presents anger awareness and relaxation slulls training. 

I Participants ai*e cued to recognize early indicators of anger and learn the 
1 difference between internal and extej*nal e^ents that trigger anger. A verbal 
practice exercise helps participants process the session content. Progressive 
relaxation techniques ai*e taught. 

Session 8 teaches techniques for managing anger and expressing it 
appropriately. Participants are encouraged to use problem-solving skills to 
address situations that trigger anger. The therapist models appropjiate 
expressions of anger, and group nienil)ers roleplay to help process session 
content. 

Session 9 introduces components of effeethe communication: active listening, 
assertiveness, and recei^ing eriticisni. Adoleseents are taught to reflect on 
their discussions with others and are encouraged to assert their thoughts, 
beliefs, and feelings, while respecting that others may think, believe, or feel 
differently. Techniques used include therapist modeling and group rolepla\^. 

1 

j Session 10 presents coping options for handling craving and urges for 
I marijuana. Participants learn to identify triggers; to use a daily log for 
i doeunienting the intensity, length, and source of urges; and to use teehniques 
j for coping and resisting urges such as self-talk, talking to friends, and 
I engaging in distracting aetivities. 

j Session 11 is eoneerned with feelings of depression and their management, 
j Topics include early recognition of feeling down, the effects of automatic 
j negative thoughts, and teehniques used to substitute positive thoughts for 
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I neg^itive ones. P;:irticipants are encouraged to use problem-solving skills to 
j resolve situations that eontribute to sad feelings. 

j Session 12 returns to the central issue of riianagiiig thoughts about niarijuaiia. 

I Participants are reassured that these thoughts are eonimon to recovery and 
I that having thoughts is not the same :\s acting on them. The therapist proposes 
! cognitive behavioral techniques for nianagiiig thoughts about marijuana 
i and reviews the 12 most eomnion excuses for relapse (Maria tt & Gordon, 
j 1985). Issues related to termination of therapy are discussed. 



i D: A Composite Case 

! 

In keeping with the MET/CBT5 -f GBT7 approach and to introduce the 
eoneepts for practice in real life settings, the following composite ease 
j portrays the encouragement adolescents receive at sessions to tty an 
! extended period of abstinence from mariju^ina. The eomposite case 
! describes how youth are encouraged to evaluate the potential impacts 
j of marijuana use on their lives. In this case the therapist tolerates the 
j adolescent’s ambivalence about change. The thej’apist does not tr\" to 
I force abstinence but helps the client to understand the risk associated 
I with continued use. 

i 

} The CBT7 coping skills therapy is designed to remediate deficits in skills 
1 for coping with ajiteeedents to marijuana use. Individuals who rely prijnarily 

I on marijuana use (or other substajiees) for coping have little choice but 

j to resort to substance abuse when the need to cope arises. Skill deficits 
j are viewed as eejitral to the relapse process; therefore, GET focuses on 
I the developmejit and rehearsal of skills. 

! 

D is a eomposite of several real cases from the GYT study. This eojnposite 
w^as created to help model tvpieal client responses to the MET/C]BT5 -f 
CBT7 protocol. 

D’s grandmother, Mrs. M, brought D to treatment shortly after learning 
about the program from a nenvspaper advertisement. D had recently come 
j to live with his grandmother after deciding that he could no longer live 
I with his mother, who, according to Mrs. M, 'is a heavy drinker and a hard 
j woman to make listen.” Shortly after moving in with his grandmother, D 
j W71S arrested for possession of marijuana. To Iteep her grandson out of 
j detention, Mrs. M brought him to treatment, hoping that the judge vvoiild 
j note their initiative at D’s court date. 

j D presented to treatment as a verbal, neatly dressed, 16-year-old wliite 
j male. At intake, he reported he had first experimented with marijuana at 
j age 13. He admitted to '^smoking a lot” in recent months — almost eveiy 
I other day in the past 90 dav^. He endorsed one s>nnriptom of past-year 
! cannabis dependence (i.e., spending a lot of time getting marijuana) and 
I two symptoms of abuse (i.e., continuing to use despite failing to meet 
j his responsibilities at home and school and despite repeatedly getting 
I involved in fights and with the law). Although D’s endorsement indicated 
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a conduct disorder (i.e., he lied or conned to get the things he wanted, 
was truant from school, and stayed out later than allowed), D endorsed no 
items indicating a persistent pattern of aggressive behavior toward others. 
D reported his school performance as adequate (i.e., mostly G’s) although 
he contended that “I can do better than that.” 



j Prior to GBT7, D attended all his scheduled MET/GBT5 appointments. 

I During his first MWT session, he expressed skepticism when told that he 
j smoked more marijuana than the average adolescent, saying that he knew 
I several people his age who smoked more than he did. Nevertheless, he 
! said that he felt that he had been smoldng too much lately and voluntarily 
I made the connection between smoking a lot and ''forgetting stuff.” 

! Although not ready to abstam, D said that he wanted to cut his use in 
j half — using mostly on weekends. He planned to abstain during treatment 

I so that his urine tests for probation would be negative. At the end of the 
j feedback session, D's therapist asked D about the 50-pereent ehanee D 
j had given earlier regarding eonfidenee in his own ability to change his 
j behavior. D unilaterally chose to improve that rating to an 80-pereent 
j ehanee. 

i 

I Session 6: Problem Solving. By the time the GBT7 sessions began, D's 
j eourt date was scheduled, and he was assigned to a probation officer, lie 
! was in the third week of the fall high school semester and was going to 

I afternoon football practice. During session 6’s review of client status, D 

! stated he was glad that he was speJiding time with the football team, 

j adding “they use a lot less than the guys 1 was hanging out with this 

sununer.” The therapists congratulated D for gathering friendly support 
to help him reach his goal of not using. D appeared attentive during the 
session on problejii solving and offered three solutions during the braiji- 
storming exercise to help solve a problejn that another participajit w^as 
having with her boviViend. The therapist made sure to wTite D’s ideas on 
the blackboard at the front of the room where he could see them. 

Session 7: Anger Awareness. The following weelc, D reported t hat he 
attended a party the previous Sunday. He did not use despite several 
opportunities “because I know- Tm going to drop a dirty urine and the 
judge is going to send me to detention.” Although not the best example 
of problem solving, the therapist used this as an opportunity to build D’s 
eonfidenee. She suggested he had aetually solved a problem situation by 
considering options just as he had during the previous week’s group exercise. 
I D accepted the idea and stated, “Fve been thinking things through a little 

j more, 1 guess.” However, during the session, D was uneonvlneed about the 

! usefulness of the material on anger awTireness, stating, “I just get mad 

i when I get mad. It's not because Tm tired or anvahing.” After D eompleted 

j Activity Sheet 2: Conclucting a Self~Inte7view\ the therapist aslted him 
I whether he could see possibilities for anticipating anger. He remained 
j uneonvineed. He seemed more receptive to the usefulness of session 7’s 
relaxation training. The therapist noticed that after providing a urine 
sample, D took his Real Life Practice Eixercise: ReloAxition Technique 
handout but left the materials on anger awareness behind. 
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I Session S: Anger Mcmagemem. Before the start of the session, the therapist 

I met privately with D to tell him that his urine test inclieated the presence 

i of marijuana. D was surpriwsetl and said that he was eertain that he had 
j been al)stinent for the prior 3 weeks. Realiziii;^ that D was feeling amxious 

j about pending drug screens at probation, the therapist permitted him to 

I give a second sample. That evening, during the diwseussion about anger 
j management, D again stated that he could not see hiniwSelf affecting his 

I own anger. The therapist asked D which of the anger management steps 

j made the most sense to him. D ansxvered ''Step I: Chill Out” and compared 

• it with “time out.” After helping D explore how D uses timeouts, the therapist 

j encouraged him to use the Real Life Practice Exercise for Anger 
I Management handout to see whether he could recognize his anger 
j triggers as they occurred. 

Session 9: Effective Commimication. Before the stai't of the session, the 
j therapist reported to D that his second urine sample did not indicate the 
I presence of marijuana. D was \isibly relieved. He stated during the review^ 

! session that he had given his first urine speeimen for probation and he 
j hoped it vNOuld test the same. The therapist congratulated D and encouraged 
j him to stick with the goals he had set for himself. During that evening’s 
1 discussion about effective communication, the therapist noticed that D 
I was frequently off-topic and talked to other group members during the 
j session. The therapist partially succeeded in reengaging D during the 
j rolepkiy about icsponding to constructive and destructive eritieisrns. 

I Session 10: Coping With Cravings and Urges To Use ManjuaiuL During 

1 the re\iew session, D reported that he used three times at a party that he 

j threw at his grandmother\s house while she was away visiting a relative. 
When asked by the therapist what had triggered the use, D replied that he 
was “feeling land of bored and being around all those guys and just tliijoldjig 
WVell, why not? They re ha\1ng fun at least.' ” The therapist reflected 
buck to D that l)oredom and friends using had triggered his use, and the 
therapist asked what the positive and negative eonsequenees of using had 
been. D reported that he felt good at the time but that now^ he was afraid 
that his probation officer wx)uld ask for another urine sample. After proloing 
j further, the therapist learned that D had left a pile of empty beer cans “in 

[ the garage where my grandma found them and she yelled at me.” When 

I asked about his response to his grandmother’s reaction, D reported that 
I he sat in his room for an hour. “Like a timeout?” the therapist asked, 
j “Yes, kind of like that,” D stated. Before turning to the e\ening's agenda, 

j the therapist pointed out to the group that D used the first and most 

j important step of anger management. She suggested that D learned 
i about some important triggers for using such as boredom or being with 
j friends wdio use. He was now in a position to anticipate and avoid triggers. 

j 

j Sessions 11 and 12: Depression Management and Managing Thoughts 

I About Manjuana. Tn sessions 11, and 12, the therapist noticed D became 

I inereasingly off-topic as he became friendlier with other group members 

j and as he lo(')ked forward to the end of treatment. His urijie sample from 

j session 11 indicated, unsuri:)risingly, the presence of marijuana. 

I Nevertheless, D reported that he wxis paving attention to triggers. He 
1 
I 
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I Stated he would not use during the final weeks of treatment so the urine 

I sam])le for his probation officer would be free of inarijuana. 

1 

j On his last real life ])raetiee exercise, D wrote that the benefits of not 

I using marijuana were that he did not have to go to detention and that he 

I had more money in his pocket. His high-risk situations were being with 
j friends who use and being bored. 

I During termination, D stated that the most important skills he had 

I learned were problem-solving and relaxation skills. He encouraged other 

j members of the group to stick with their goals and restated that his goal 

I was to complete probation, to use only on weekejids, and never to use as 
! much as he was using when he started treatment. 

i As part of the therapist's termination feedback, the thei'apist told D she 
i was impressed that he came to all his scheduled sessions (even when he 
j Wcasirt sure he wanted to come). She presented him with a eertificate for 
} finishing treatment. She commended D for abstaining during the past 3 
j weeks by anticipating social situations that placed him at risk for using, 
j She added that D seemed more attenti\e and expressive during that 
j time — possibly due to abstinence. 



I Key Concepts of CBT7 

The key concepts presented in GBT7 are problem solving, affective 
management, eomrnunieation skills, and relapse prevention. 

Problem Sohmig 

Problem solving is addressed in session 6. This session iav^ important 
groundwork for later sessions by presenting problems as a normal part of 
daily living and by reassuring participants that they can solve problems if 
they take the time to do it. According to D’Zurilla and Goldfried (1971), 
mental health and behavioral problems are often the products of hrusty problem 
solving. Most peoi^le (drug users included) tend to narrowly interpret problem 
solving as fixing the i^roblem instantly (e.g., “If 1 smoke pot, 1 \vx)irt feel 
j bored anvTnore.’'). Although this approach may produce immediate 
j gratification, it may lead to antieii^ated negative outcomes. Careful problem 
j solving may not ]:)roduee gratification immediately, but it does so eventually. 
I The benefit of careful problem solving is that one sees things improve 
{ gradually, without having good eonsequenees canceled out by negative ones. 

I 

I 

! The session on problem solving follow^s D’Zunlla and Goldfried’s (1971) 
j prescription of breaking problem solving into the following steps: general 
j orientation, problem identification, generation of alternatives, decision 
I making, and verification. Adolescents are encouraged to think through one 
I step before moving to the next. The critical distinetion is between the 
I linear process of getting the right answer and the ereative process ofgene?rmng 
j and evaluatmg options. GBT7’s didactic style may give adolescents the 
j impression they are in a classroom and are being called on to give the right 
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j answer. Therapists counter tliis impression, however, and elicit creative) and 
j even outlandish ideas from the grouj:) — espeeially when generatiii;^ alternatives. 

\ 

j AJfective Management 

j 

I Affective education, presented in sessions 7, 8, and 11, helps adolescents 
i regulate negative emotions that intmde on their attempts to solve problems. 

I The eoniponents of affective education are emotional identification and 
j management. In emotional identification, adolescents learn to recognize 
j physical reactions and behaviors that signify the presence of latent or 
} neglected anger or depression. In emotional management, partieipants 
j learn how to cheek escalating anger or depression and to refocus their 
j energies oji problem solving, 

j Modeling and roleplay are useful approaches for teaching affectivo 
j managejiiejit. These forms of eomjnunieation ^ire Jiiore effective than verbal 
I accounts in eonve\ing the full gestalt of affeetivo experience. These techniques 
! enable the therapist to add infleetion, tone of voice, body language, and 
j facial! expression to emotional portrayal and to exhibit the broad range of 
j emotional cues that partieipants must use to tap into their feelings. 

I Roleplay is a natural counterpart to modeling. Through roleplaving, adolescents 
j can apply what they learn from die modeling of coping strategies to personally 
j meaningful events. 

t 

I 

1 Communication Skills 

{ 

) 

Effective communication skills are the adolescent’s first defense when 
attempting to deescalate emerging conflict and move in the direction of 
problem sohing. In session 9, teenagers learn coping sldlls (listening, 
rephrasing, reflecting) to facilitate communication, and they learn to 
distinguish an assertive posture from less adaptive patterns of relating. 
Although the goal of communication skills training is effective eomniunieation, 
the process by which each teenager reaches that goal depends on the 
nature and severity of his or her interpersonal deficits. For aggressive, 
externalizing teenagers, developing a more effective eomniunieation style 
means enhancing receptive language and raising personal awareness of 
reciprocity and boundmies. For pjissive, internalizing adolescents, improving 
eommunieation means developing an assertive interpersonal style and 
i attending more deliberately to positive feedback from others. 

I 

j Relapse Prevention 

I 

I The approach to relapse prevention embraced in sessions 10 and 12 is 
j modeled on Marlatt and Gordon’s (1985) cognitive behavioral approach 
I to relapse prevention for adult substance abusers in recoveiy. This model 
j breaks the process of relapse into a sequence of events, thereby highlighting 
j cmcial moments when coping skills can be used to help strengthen the 
I resolve to abstain. Triggers such as a negative emotional state or proximity 
j to friends who are high are an indication that a coping response is needed. 

I Wlien faced with a trigger, adolescents c«'Ui use coping skills such as self-talk, 

I social support, or distraction to help combat their cravings or urges. 

O 

ERIC 
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j Triggers and cravings are often accompanied by positive beliefs about the 
I good feelings associated with use or the relief that smoking niarijuana 
! provides. To help resist these beliefs, participants can use thought changing, 

j selTdistraetion, social support, or a simple delay of action. 

i 

j 

i Tailoring the IVeatment to the Client 

I 

j Adolescents vaty in their coping deficits and in their capacities to learji. 
i Although GBT7's general objective is to expose participants to the inteiven- 
i tion’s core content, the emphasis and style of the presentation should be 
; tailored to meet the unique needs and eapabilities of each partieipant. 
j WTien adapting the intenention for a client, the therapist should consider 
j four erueial client eharaeteristies: pathological coping, severity of use and 
I s\Tnptoms of withdrawal, cognitive functioning, and cultural factors. These 
j eharaeteristies are discussed below. 

j ExterticdLishig Vermis Internalizing Disorders 

j Presumably, adolescents are in GBT7 to lejurn how to deal inore effectively 
j with life problems, and improved coping is a goal of all participants. Some 
I clients may have adequate coping skills and need only to enhance strategies 
j they ai*e currently using or work on a few areas of weakness. However, a 
I significant number of adolescents enter treatment with coping styles that 
I are maladaptive or pathological. 

I Maladaptive stvdes can be loosely categorized by their association with two 
{ broad classifications for childhood or adolescent disorders: externalizing 
1 disorders (e.g., oppositional defiance, conduct disorder) and internalizing 
disorders (e.g., depression, anxiety, posttraurnatic stress disorder). These 
two broad classifications of disorders pose unique challenges to the therapist 
in his or her efforts to help adolescents develop effective coping skills. 

Impulsivity and aggression are signature coping strategies of externalizing 
adolescents. Swept away by their own volatile reactivity, externalizers tend 
to miss op]:>ortunities for reflection or consideration of options before taking 
action. If they are to learn to use techniques for problem solving, emotional 
sensing, and reflective listening, they must first learn to stop and think 
before acting. Therapists must remind them that action is rarely the first 
step in any effective coping strategy. Action often is the last step, taken 
j after sufficient time has been used to think through options. 

j 

i Internalizing adolescents face different challenges, that is, self-abasement 
I and social isolation. They tend to harbor low expectations about their ability 
I to cope and are generally pessimistic about forecasting the eonscquenecs of 
j their efforts. In social relationships, their beliefs in their own w’orthlessness 
override evidence of accc]:>tanee by others. To work effectively with such 
I clients, therapists have to challenge clients' entrenched perceptions of 
I fatalism and low self-esteem and positively reinforce aeknowiedgment of 
j personal achievement. Wdien asking internalizers to roleplay, therapists 
! should encourage them to practice an assertive interpersonal style and to 
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I brikinee the attention they pay to eritieisiii with attention to the positive 
j feedbaek they reeeive from others. 

I 

j Severity of Use and Synnptoms of Withdrawal 

! 

I The length and severity of recent marijuana use moderate the likelihood 
I that a participant will suceessfiilly abstain from using marijuana in the 
I future. Wdien assessing for client vulnerability to relapse, therapists are 
I advised to assess the frec[ueney of use during the past 90 days and to note 
j the diagnostic criteria each client endorses for cannabis disorders. Clients 
j who report frequent use and who endorse dependence items are more likely 
i thaji others to be struggling with multiple triggers, urges, era\ings, and 
j obsessive thoughts about marijuana. 

Beyond considering risk factors, therapists should assess how' congruently 
j clients' perceptions of vulnerability coincide with aetud risk. If an adolescent 
j reports using heavily in the past, reports symptoms of dependenee, and 
i then denies feeling at risk for relapse or loss of control over his or her use, 

I the participant is doubly at risk for relapse because of his or her lack of 
{ eoneerri or vigilance. To help generate eoneern for potential relapse, therapists 
1 should follow client use patterns closely during the 2 months of treatjnent 
i that take place before relapse training in sessions 10 and 12. By attending 
I to any reported use and objective screening results, therapists may eventually 
j be able to direct a client's attention to discrepancies between his or her 
1 unjustified optimism and continued use. 

I 

I Participants reporting more severe use may need to discuss withdrawal 
I symptoms such as flulike SATOptonis, increased anxiety; or difficulty sleepijig. 
Therapists can reassure these adolescents that withdrawal symptoms arc 
common 12 to 24 hours after their last use and that the symptoms usually 
last less thmi 2 weeks. The therapist can encourage adolescents to use 
strategies such as rela.\ation techniques to relieve their anxiety or decrease 
caffeine intake to reduce insomnia. If participants anticipate having a very 
difficult time based on previous experience, or actually report experiencing 
1 severe withdrawal symptoms, the therapist may request permission to discuss 
j the problem with their parents, primary^ care phv'sicians, or psychiatrists. 

I However, a referral to a primaiy care phy^sician or psychiatrist should be 
( made onlyMii extreme eireumstanees (Steinberg et al., 1997, pages 23-24). 

1 Cognitive Fmictuming 

I Because participants in CBT are expected to verbally’^ and conceptually 
i mediate their coping responses to interpersonal and intrapsychic stress, 
j those diagnosed with cognitive deficits (e.g., attention deficit disorder) rnav’^ 
j have difficulty eomprehending and learning some of the skills described in 
I this manual. Wlien gauging a partieipant’s cognitive readiness for treatment, 
j the therapist should not equate the parti eipant’s cognitive deficits with 
I cognitive immaturity or the lingering effects of heavy marijuana use. 

} Teenagers wlio are cognitively immature or wiiose short-term memory^ is 
j temporarily eomproniised by lingering tetrahyxlroeamiabinol (THG) may 
j initially struggle with the tlierapv content but should evenuiallv be able to 

I ‘ ' 

I 

I 

! 
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I grasp essential concepts. However, participants with enduring eognitivx} 

I deficits may need additional help to understand concepts such as triggers 
I or problem solving. With these participants, therapists arc encouraged to be 
j more task specific when developing treatment gojils, to use additional concrete 
1 and visual exmnples, to model the desired response more frequently, and to 
j use rew^ards for helping clients notice personal successes. 

I Cultural Factors 

\ 

Ethnic and cultural awareness is im]X)rtant to the eompetejit deliveiy of 
i treatment to minority populations. An individual’s ethnic or euluiral context 
! is important to consider when evaluating his or her marijuana dependence 
! or abuse. “A clinician who is unfamiliar with the riuariees of an individual’s 
I cultural frame of reference may ineorrectly judge normative variations in 
! behavior, belief, or experience as psychopathology” (Ameriean Psyehiatrie 
i Association, 1994, page xxiv^. According to Zweben et al. (1998, pages 
j 12-13), 'The elinieiari needs to be sensitive to ethnic and cultural problems 
I that may cause problems in the diagnosis and treatment (e.g., difficulty in 
I communicating in the individuaPs first language, in eliciting sviiiptoms or 
j understmiding their cultured significanee, in negotiating an appropriate 
{ relationship or level of intimacy, in determining whether a behavior is 
I normative or pathological).” iMthough this manual does not contain cultural 
I sensitivity training, therapists are encouraged to attend any relevant trainings 

I available to them. 

i 

I 

Compliance 

i Slips and Relapses 

A slip is a brief, time-limited use of marijuana after a period of abstinence 
or a brief violation of a plan to cut down on use. A relapse is a longer peiiod 
of sustained, and often heavy, use. Therapists can help a participant deal 
1 with slips by examining the events leading up to them and by identihing 
1 triggers and the participant’s reactions to them. The slip can be view’ed as a 

j learning opportunity. Questions for the participant might be: '‘Did you hav’c 

j expectations that using marijuana w'ould change something or meet some 
need?” and '*Did anything happen after you used that might influence your 
using again in the future?” 

I Wdien a participant relapses, his or her immediate response might be ‘4 
I messed up, Tin a failure, and this treatment isn’t wwking.” Therapists are 
I advised to challenge such self-defeating thoughts by commending the 
j participant’s honesty and by stating that occasion al relapses are normal; 

I they are not evidence of treatment failure or that the participant is a 
j failure. The therapist might say the following to the participant: 

Individuals may find it hard to stay eompletely abstinent and may 
use again after several wrecks of abstinenee. It’s pretty common and 
nothing to feel ashruned about. You were abstinent tor about 3 weeks 
before that slip. I’d expect with all you have learned, you’ll be able 
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I to Stay clean longer this time. W\mt are some things you can do to 
j remain abstinent longer? 

j Some participants quit treatment after a slip or relapse. Participants should 
j be ad\ised that, ev^n with efforts to maintain their abstinence, some may 
j slip. Although participants are told never to eome to a session high, they 
I should be strongly encouraged to continue attending after a slip or relapse, 
i Resuming treatment ean prevent additional relapses and sene as a 
I reaffirmation of a personal commitment to treatment. In addition, therapists 
j should take care that participants understand that allowing them to return 
j to treatment after a relapse does not give them permission to use maryuana. 

I 

I 

UHne Test Results 

Urine is tested for drugs at sessions 3, 7, and 11 of MET/GBT5 H- GBT7, 
j before sessions begin. Therapists should discuss the test results with clients 
1 individually before or after sessions 4, 8, and 12. If the results are negative 
! (i.e., drugs not present), therapists can provide strong positive 

j reinforcement and support. Therapists can encourage eontinued invv)lvement 
{ in activities that are incompatible with drug use, as well as eontinued 
I association with persons who do not place the participant at risk for drug 
I use. They might also ask about problems encountered during this period of 
I abstinence, such as cravings for specific drugs. If participants used coping 
I skills learned in therapy, therapists should encourage continuing use of the 
I new techniques. 

j 

( 

j If the results of the urine test me positive (i.e., drugs are present), the therapist 
\ should review^ the circumstances and context of the drug use with the 
I participant. For example, the therapist and participant can identify external 
1 factors (e.g., persons, places, things) and internal factors (e.g., cravings, 
emotional distress) associated with the recent drug use. The therapist ean 
encourage use of problem-solving techniques and coping skills to manage 
factors that eontril)uted to drug use and to develop alternative w-ays of 
handling them. 

I 

j Missed Sessions 

I 

j If a participant misses a session, the therapist should attempt to contact 
I the person by telephone within 24 hours to determine the reason for the 
I absence. If the participant cannot be reached by telephone within 7 da\^, 
j the therapist should send a brief letter. If there is no response to the letter 
} within 3 weeks, the therapist should refer the case to a supenisor. 

J 

i 

j If all group members but one are absent, the therapist should conduct a 

I 45-rninute individual session with the attendee and cover the material 

I planned for the group session. \Vlien confronting participants who have 

j missed sessions, therapists should explore obstacles to their treatment or 

j their possible ambivalence towvard treatment. Steinberg et al. (1997, page 

j 20) commented: 

! 

i 

1 

I 

t 
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j Many participants miss sessions because: (a) they slipped and are 
j simply too embarrassed to admit their '‘failure’' to the therapist, or 
j (b) they are aml)ivalent about complete abstinence. Careful inquiiy 
1 by the therapist will reveal which of these situations is the ease, 
j Ambivalenee indicates a need to return to a MET focus, that is, 
j rolling with resistance, refraining, and re\lsiting treatment goals. If 
j the participant misses sessions because of fear of admitting failure, 

! the therapist should reiterate that occasional “slips’’ are fairly 
I common, and often signal a high-risk situation that hasn’t yet been 

i directly discussed during sessions. 

» 

■ Clinical Issues 
* 

I Therapist Self'Disclosure 

{ 

j 

} Clients often ask therapists about their own past use of marijuana. 

I Therapists should consider such questions carefully, as they may originate 
1 from an underhing concern such as, “Will you, the therapist, be able to 
j understand me, and can I get the kind of help here that I need?” (Steinberg 
j et al., 1997, page 24). Therapists should not, in fact, disclose their previous 
i use or nonuse of marijuana. /Vlthough self-disclosure may be a matter of 
I preference in general clinical practice and is often used to build rapport, 

I the elinieal strategies provided in this intervention are eonsidered suffieient 
i and are not enhaneed through self-disclosure. 

I 

j 

Threats To Hann Oneself or Others 

Threats to harm oneself or otliers should be addressed separately from the 
group whenever possible and should be brought to the attention of the 
elinieal supervisor as soon as possible. A supenisoiy review will help determine 
the best elinieal response, the ethical and legal responsibilities, and whom 
to warn or how to inten’ene. It should trigger an immediate reevaluation of 
the severity of the problem and modality placement. 

(Mnical Deterioration 

It is inevitable that some participants will suffer setbacks in their personal 
or interpersonal functioning. It is imperative that accommodations be made 
to provide support or referral senices for medical, psychological, or substance 
I abuse senices when they are needed. Offering referral senices when ciients 
I express a need is an informal incentive to participation that seems important 
i to some individuals (Zweben et al., 1998, page 62). 

I 

I Therapists should refer adolescents to a clinical supenisor if they obsenc 
j either of the following: 

! ® Clinical deterioration in multiple spheres of an adolescent’s life 

I due to increased marijuana use 

{ 

! ® Significant deterioration in a single sphere of a participant’s life 

j due to eomorbid issues. 
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! Administrative Issues 

I Extended Waiting Periods 

\ 

1 If the waiting period between a participant’s iiidhidual meetings with a 
! therapist and the start of his or her attendaiiee in a GBT group is longer 
i than 2 weeks, therapists should maintain eontaet with weekly phone calls to 
1 help prepare the adolescent for the treatment and to assess any changes in 
I the adolescent’s status that might require immediate faee-to-faee eontaet. 
i If such a ehange is noted, the therai:>ist should discuss this concern with a 
i su]:>ervisor. 

1 

j Preventing Attrition 

To prevent attrition, therapists should explore any potential obstacles, 
i such as transportation problems, child care issues, school schedules, court 
I involvement, or vacations, and discuss them with participants in the 
j introduetoiy meeting or session. Therapists may wish to explore any ]:>revioiis 
I treatment attempts or failures and should encourage participants to discuss 
j any present thoughts of leaving treatment. If participants express disillu- 
j siomnent with treatment, tlierapists can offer reassurance that progress in 
j treatment is rarely steady and that most participants experience hopelessness, 

I anger, or frustration at some point in the process. 

i 

j Collateral Services 

I 

i 

j Participajits receding eoneurrent seixiees from other agencies may participate 
in GBT7. These additional services should, however, be documented (e.g., in 
progress notes). 

Relevant Ethical and Legal Issues 

AdmiSsSion to Treatment: I^gal Aspects and Policy 

I Federal statutes regarding underage access to treatment and control of 
I information give the final authority over these matters to the States. 

I Practitioners using this manual should consult with representatives of their 
j loCc'il departments of children and families and juvenile court sv^tems to 
j detennine adolescents' rights regarding accessing treatment and releasing 
I information with or without the consent of a legal guardian. 

I 

I Duty To Warn 

j 

I Many addiction professionals believe they have a profession^d and ethical 
j duty to prevent a crime if they learn that mi adolescent may pose a serious 
j risk of violence to someone else. A therapist can be held legally accountable 
I to w'arn either the potential victims or the police. The trend is tow^ard 
I ‘'taking reasonable steps’’ to protect a potential victim. Federal and State 
I law's differ regarding the “duty to W'arn,” and clinical staff are strongly 
j encouraged to become familial* with both sets of laws. 

I 

I 
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I Reports of Abuse 

I k is comnion for clinical staff to lem*ii about physical or sexual abuse, neglect, 
j or nialtreatnient of a minor. In all States, therapists are obligated to report 
j any histor>^ recent event, or imminent dcaiiger of physical or sexual abuse, 

} neglect, or maltreatment of a client under the age of 18. If a therapist 
I learns of such abuse, the ease should imniediately be referred to a superxisor. 
j If a supen-isor is not imniediately available, the therapist should notify the 
I person in charge of clinic operations. The eonsultation will help determine 
I wliether there is justifiable cause for filing a report with the local authorities. 

i 

: Diselosure of abuse information ‘Mnereases the likelihood of noneoniplianee 

! because diselosure of some faets may result in unwanted social or legal 
j consequences (for example, reporting suspected child abuse to protective 
i seniees)'’ (Zweben et al., 1998, page 63). Clients should be told that 
I counselors will report certain behaxiors (such as plans to hurt themselves 
j or someone else), and clinical staff should report any problems, complaints, 
{ or eoneerns that participants voice about this policy. 

j Session Documentation 

) 

{ Appendixes 2 and 3 of this volume include forms (adapted from Steinberg 
I et al., 1997) to assist therapists in documenting deliveiy^ of treatment 
I and to assist supenlsors in certifying and monitoring therapists in their 
j administration of CBT7. The appendixes include the following: 

I 

1. A MET/CBT5 -I- CBT7 Treatment Plan, xvhich is an optional clinical form 
kept in the chart 

2. A Therapist Self-Rating Form, which is completed by the therapist at the 
end of each session, allowing the therapist to document changes in a 
participant’s clinical status as well as to rate the adequacy with which 
each particular inten'ention w^as delivered 

I 

I 3. A Supenison” Rating Form, which is completed by a supenisor after 
I his or her review^ of audiotaped and videotaped sessions as part of the 
certification process for CBT7. (For a complete list of certification 
criteria for GBT7, refer to the Recommended Certification Guidelines 
in appendix 3). The supervisor uses this form to nite the iiiterx'eiition 
I eoniponents. 
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IIL Overview of Treatmeimt ScvSvsion Compoinieiits 

This section provides a detailed outline of each CBT7 inteivention. For each 
session, there are a rationale, guidelines for presenting coping skills, and 
activities for therapist modeling and client roleplay. The outlines are not 
intended as a rigid structure but rather as scaffolding to help shape the 
therapy event into a learning opportunity. 



The GBT7 intenentions follow a basic sequence, as given below. 

1 . Review of client status 

2. Review of real life praetice 

3. Rationale for coping skill 

4. Skill guidelines 

5 . G roil p exer ci se 

6. Reminder sheets and real life practice exercises. 

Urine testing to ensure clients’ eomplianee with abstinence is recommended 
at sessions 7 and 11. At sessions 6 and 10 clients are told that urine testing 
will be conducted at the next sessions. The results can be discussed with 
clients at subsequent sessions (i.e., sessions 8 and 12), immediately before 
or after the session. Sliould the therapist feel the need to retest on separate 
sessions, urine collection may be done at those times as well. 

The session content is presented in a classroom format. The setting and 
session agenda are arranged to remind the sLx participants that they are 
attending a lesson for which their attention is required. The therapy room 
should be quiet, free of distractions, and equipped with a blackboard, white- 
board, or large posterboard. At each session, review sheets and homework 
assignment handouts are distributed to help reinforce the material. 



Each cognitive behavioral group session focuses on a particular coping skill. 
A poster of the skill should be hung where all participants can easily read it. 
The poster for the current session should be displayed prominently so the 
material captures the participants’ attention. Appendix 1 contains miniatures 
of the session posters, as well as two general posters: one describing the 
mission and assumptions of cognitive behavioral therapy and one listing the 
group therapy rules. 

The sessions include sample presentations, referred to as “talking points,” 
for the therapist. The talking points provide information needed to accomplish 
the goals of the session. Group participants may not understand all of the 
words and concepts used in the talking points. The therapist is encouraged to 
assess the participants' ability to grjisp the terms and concepts introduced 
and to paraplirase the talking points as neeessan\ 

Manual Adherence 

Therapists should be thoroughly familiar with the contents of a session 
before beginning the presentation. WTiile allowing for some degree of individual 
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I thenipeutic style, tlierapists should cover issues in the manner in which 
j they are presented. 

I Review of Client Status 

i 

1 

I Clients may experience many prol)lems with marijuana and abstinenee over 
i the course of treatment. Although the material in GBT7 is preseribed, 
j ignoring pcartieipants’ real life problems runs the risk that treatment will 
j be \iewed as peripheral or irrelevant to participants' real needs. Therefore, 
i each session should begin with a 10-minute review of the clients’ status, 
j This component proxides a brief period of supportive therapy for participants 
I to discuss their current problems related to marijuana use or abstinence. It 
I also proxides the therapist xvith the opportunity to support participants xx-ho 
I are having diffieulty and to congratulate those xxiio are aeliiexing success. 

I 

i The general rule is that the opening discussions should be structured along 
I behaxioral lines, consistent xxith a skills-training approach. A problem-solving 
j format — xxiiieh involves elearlx’ specifying the problem, l^rainstorniing possible 
I xvav^ of dealing with it, and selecting possible solutions — is recommended. 

j Participant Behavior Issues 

j Disruptive Behaviors. To minimize problems and clarify expectations for 
I appropriate behavior in the group, therapists are encouraged to (1) define 
\ appropriate norms about language (e.g., profanity, ''drugalogs” glorifying 
j addiction), (2) define appropriate dress standards (prohibition of drug or 
} gang svTnbols on clothing), and (3) promote recovery-based language. 

Therapists can manage disruptixe behaxior by (1) restating group rules at 
each session, (2) proxiding construetixe critieism, and (3) invoking 
constructive criticism from group peers. Interventions during or immediately 
folloxving the group session to modify the disruptixe behaxior and remotix’ate 
the participant should be attempted before expulsion from the group is 
considered. If a participant repeatedly xiolates group rules, the therapist 
can ask the participant to lerive the group for that session. If expulsion from 
the group is necessarv^, the therapist should reex'aluate the type and lexel of 
j serxice required by the participant. 

} Lateness. Therapists should eonxew the attitude that sessions are too 
I important to xvaste by- being late and should make reasonable efforts to 
I help participants solxe xxliatexer problems max^ be causing them to be late. 

I Participants should not be alloxxed to enter group sessions more than 15 
j minutes past the scheduled start time. If a participant is more than 15 
j minutes late, the latecomer xxlll need to make up the session. 

! 

i Coming to Group Intoxicated. Participants are asked to refrain from smoking 

i mcarijuana on the dax^ of the assessment and therapy sessions. This expectation 

{ sliould not be communicated in a punitixe xx^ay but from the perspeetix'c 

j that an adolescent has a greater chance of benefiting from the session if he 

i or she is not under the influence of marijuana or other substances. This 
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j message should l)e coiiimimieated during admission to treatiiieiit, during 
j assessment, and during the first therapy session. 

i 

j 

j Participants who are under the influence of alcohol, cannabis, or other 
I noiiprescril)ed drugs will not be allowed to participate. This situation calls 
I for (1) a detoxification aswsessment, (2) notification of a parent or guardian 
I because of a potential safety or liability issue, and (3) ev^iluatioii of the 
1 potential threat to public safety (e.g., a participant driving after the session). 

! If the therapist reschedules because of a participant’s intoxication, arrange- 
i mcnts should be made for safe transportation home (if the participant 
I drove to the session) with a family member, with a friend, or by arranging 
j for public transportrition (Steinberg ct al., 1997, page 22). 

I 

! 

} If a participant admits to using on the day of a session, the therapist needs 
I to make a clinical judgment about whether the adolescent should be asked 
I to leave. For example, if the participant appears to be intoxicated (e.g., is 
I having difficulty concentrating on the session content, seems to be using 
I unusually tangential speech patterns, acknowledges not being in a state to 
j participate, or is openly defiant of abstinence as a treatment goal), the 
j therapist should escort the participant to a staff member who can nuike 
{ arrangements for transpoiting the adolescent home. If the therapist determines 
j that the participant seems able to participate meaningfully in the session, 
j then the adolescent may remain. i\nyone asked to leave a group is eneouraged 
I to return to the next session sober and eontinue in treatment (Steinberg et 
i al., 1997, page 23). 

I 

j Review of Real Life Practice 

Following review of the clients’ status, therapists spend 10 minutes reviewing 
coping slvills homework assigned in the previous session. Taking the time to 
review assigned exereises helps establish the expectation that homework is 
to be completed and that coping skills practiced during sessions are to be 
practiced outside treatment. Even in the absence of eompleted :ussignments, 
review time gives therapists the opportunity to assess clients’ retention of 
past material. 

Rationale for Coping Skill 

\\dien presenting a particular skill, therapists start with the rationale. The 
} rationale provides an explanation of why a particular coping strategy is 
j relevant to maintaining abstinence or managing life problems. The rationale 
I outlines reasons for learning al)out the new coping skill and seeks to 
j convince the adolescent that the skill is relevant to his or her own life. 

I Therapists discuss how the skill might be applied directly to deal with 
I problems that adolescents have raised in the group. 

I Skill Guidelines 

j After presenting the rationale, therapists review skill guidelines, These 
j guidelines can be used as steps or approaches to implementing a target 
I coping skill. Partieipmits are eneouraged to read the guidelines aloud, as 
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] well as question and interpret what they read. P;u*tieipants who doubt the 
j usefulness of guidelines are eneouraged to be speeifie about their eriticisins 
i and identify situations in wliieli they may or may not be useful. Therapists 
j work with pm*tieipants to identify eonerete examples of situations in whieli 
j the guidelines ean be used. Group exereise and praetiee are used to reinforee 
I the new skill. 

I Group Exercises 

j Group exercises are prescribed in each treatment session to help partieipants 
! internalize imd actualize the material being taught. Although not always 
I stated explieitly in the text, an underKing prineiple of this eomponent is 
! that learning ean be enhanced if therapists use the teehniques of modeling 
and roleplaxing to engage adolescents in the group exereises. These 
teehniques provide clients with a more immediate sense of the skill being 
I applied. Partieipants then imagine or roleplay seenes based on personal 
j experience to help ground the skill in real life events. 

i Modeling 

j In addition to teaching clients about coping skills, therapists are encouraged 
{ to model, or act out, effective coping strategies to enhance their verbal 
i explanations. Clinical trials find that modeling increases teenagers’ 

( understanding and appj*eeiation of cognitive behavioral concepts. The key 
I guidelines of modeling are to (1) stay in full view- of partieipants, (2) think 
[ out loud so that partieipants ean hear you state the logic of a coping strategy, 
j and (3) avoid conveying the idea that coping leads to immediate results. 

! The desired message is that coping is not a quick fix or panacea but an 
j approach that yields benefits when applied persistently and consistently'. 

Beyond prescribed modeling, serendipitous opportunities to model may 
occur. A group disagreement may provide an ideal opportunity to model 
effeetivo eommunication skills. Problems that arise during the session, such 
as supply shortages or transportation difficulties, may seiwe as opportunities 
to model problem solving. 

Roleplay 

} Roleplay is explieitly prescribed in only twT) of the sessions (i.e., sessions 8 
! and 9), but therapists are eneouraged to use roleplaying whenevx^r there is a 
j perceived need to facilitate understanding of a coping skill. Rolepla}- is 
1 therapeutically significant at two levx.1s. First, it is a learning event. Low^- 
! funetioniiig or disengaged partieipants may-, at first, exhibit only- a superficial 
j understanding of the coping strategy by parroting what the therapist says. 

I Roleplaying, however, helps internalize and actualize learning into a practical, 

I usable skill. Pmaieipants who are high funetioning or iiiore engaged are 
i more likely to easily apply coping skills to speeifie demands of life problems 
j because of this roleplaxing experience. Second, roleplay is therapeutically 
j significant as a disclosure event. Through roleplaxing, teenagers ean be 
j made more axvare of life stressors. Therapists are adxised not to press for 
j disclosure but to billow adolescents to disclose stressors at their oxvn pace. 
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Participants who present as shy or unconifortable with disclosure at first 
may choose to roleplay hypothetical events until they are ready to move to 
personal incidents. 

Although rolcplayiiig may involve standing in front of a group of people and 
acting as if a situation were really occurring, going to such lengths is not 
alwcays iiecessaiy. Roleplaying, in the present context, can involve as much 
as an actual performance of a coping skill or as little as stating out loud 
what one might say in a given situation or to a particular person. 

To encourage roleplaving among clients, therapists should start by having 
them generate problem situations of moderate diffieulty and only later have 
them move to more difficult situations. Therapists can use the following 
strategies to help participants generate problem situations: 

1. Ask participants to recall a recent situation in which use of the new skill 
would have been desirable (e.g., a participant wanted to speak up about 
something but eouldiiT, another screamed at his mother when a simple 
request would have worked better). 

2. Ask participants to anticipate a difficult situation that may arise in the 
near future in which the skill could be used (e.g., a particip;int\s friend 
keeps borrowing clothes without asking and the participant wants to be 
able to tell the friend to stop). 

3. Suggest an appropriate situation based on knowledge of a participant’s 
recent cireurnstances. 

4. Help participants generate details about a given situation by identifying 
its location, the key figures involved, and the essential problem being 
faced. 

In roleplay and group exercises in general, the key to successful teaching is 
processing what actually occurs. Participation in an exercise or roleplay 
should always be met with the therapist’s praise or recognition for practice 
and improvement. Constructive criticism about the less effective elements 
of the participants’ behavior is alway^^ easier for clients to trilte once they 
have been told that their participation is appreciated. 

Reminder Sheets and Real Life Practice Exercises 

At the end of each session, participants are given a Reminder Sheet that 
outlines all the elements of the new skills taught that day. They are also 
given a Real Life Practice Exercise handout (i.e., homework) and are 
encouraged to reward themselves for successfully completing exercises. 

Practice in real life situations is the process by which the content of the 
session presented in treatment becomes generalized to the client’s life 
outside of treatment. Reminder Sheet handouts and Real Life Practice 
Exercise handouts have been designed for each of the seven sessions in 
this program. Reminder Sheet handouts are single sheets that sene to 
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summarize and highlight the key points made during each session. Real Life 
Practice Exercise handouts require that the participant reflect on or tr\?^out 
a skill that was discussed or roleplayed during a session. The real life practice 
assignment sometimes requires that the participant record facts about a 
setting, a chosen behaNior, a response to a chosen beha\lor, or ^in assessment 
of outcome. 

Compliance with exercises is often a problem in behavioral therapy. In 
CBT7, no contingencies other than social praise or disapproval are used by 
the therapists to enhance complianee. Several measures are recommended 
to help generate eompUanee; 

® Refer to the exercises as “real life practice” to avoid negath^ 
connotations associated with the term “homework.” 

® Wlien gi^ing assignments, pro\1de a careful rationale juid description, 

• Ask wbat problems clients can foresee in completing tm assignment, 
and discuss w^ays to overcome them. 

• Ask clients to set aside a specific time in the day to w'ork on the 
assignment. 

• Review'^ exercises from previous sessions at the beginning of each 
session, and praise compliance efforts. 

• For those w'ho did not do an assignment, discuss the benefits of 
completing assignments and w^hat could be done to ensure 
compliance the next time. 

Session Management 

Se,s\S7on Length and Time Matuigement 

Group sessions should be kept to their recommended length of 75 minutes. 
Although sessions may run over or under the allotted time, therapists are 
responsible for structuring sessions so that deviations are minimal. If time 
management is a problem, it may be wx)rthwdiile for therapists to present a 
timetable at the start of each session so both they and the participants can 
monitor the time (Steinberg et al., 1997, page 27). 

Preexistitig or Concurrent Relatioiiships Between Two Participants 

A preexisting relationship betW'Cen two group members docs not automatically 
justify exclusion of either party. These relationships arc to be judged on a 
case-by-case basis. If a preexisting relationship is disrupting treatment, the 
therapist should refer the case to a supenisor. 
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Outside Crimes 

Because eacli session has its own agenda, outside erises ean be given only 
limited time at the beginning of sessions. If aeute problems arise during tlie 
week, partieipants and their parents can eontaet therapists at their offices. 
(In the CYT study, home phone nuniliers of therapists were not giv^m to 
partieipants or parents. However, for the users of this volume, the policy of 
the facility should be followed.) If a participant or parent calls regarding a 
serious emergency (i.e., one in which harm is imminent), the therapist 
should encourage the family to call 911 or go to the nearest emergency 
room. If someone calls with an aeute concern (e.g., continued use), the 
GBT7 therapist should give the caller an opportunity to air this coneern and 
recommend that the issue l:>e raised in the next group session. 

Request for hulividual Atteyition 

Individual eonsultation after a participant has completed individual treatment 
and joined a group is seldom ad\isable, unless clinical deterioration is 
suspected. If a group member wishes to discuss a problem with a therapist 
privately, the need for eonsultation should be explored. Wdien appropriate, 
the therapist should recommend that the participant raise the issue in the 
group. 
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Session 6: Problem Solving 



Overview 

Purpose: To help group members develop problem-solving strategies for 
handling situations that plaee them at risk for a ‘"slip” or relapse 

Total Time: 75 minutes 

Breakdo>Mi: 

Review of Client Status (10 minutes) 
o Review of Real Life Praetice Exercise (10 minutes) 

^ Rationale for Coping Skill: Problem Solving (15 minutes) 

> Having problems is normal. Eveiybody has them. 

> Solving problems tdves tune. 

> The five steps of problem solving are reeognizing, identifying, 
creating options, making a decision, and evaluating. 

^ Skill Guidelines (15 minutes) 

The Fiv^ Steps: 

1. Recognize that a problem exists. 

2. Identify' the problem. 

3. Gome up with possible solutions. 

4. Make a decision and aet on it. 

5. Evaluate the outcome of your decision. 

^ Group Exercise (20 minutes) 

^ Real Life Practice Exercise (5 minutes) 

Reminder Sheet for Problem Solving and Real Life Practice Eixercise 
for Problem Solving 

Materials: 

o A Reminder Sheet for Problem Solving handout for erich group member 
0 A Real Life Practice Exercise for Problem Solvmg handout for each 
group member 

^ Writing materials for each group member 
^ A blackboard, 'Svrite and wipe” board, or large posterboard 
o A session 6 Problem Solving poster (see appendix 1) 



PROCEDURES: PROBLEM SOIATNG 
Review of Client Status (10 minutes) 

Review with group members their efforts to achieve or maintain abstinence 
during the past w-eek and any current problems with marijuana. Reinforce 
any coping skills they have successfully used to a\V)id using marijinuia. 
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j Re\aew of Real Life Practice Exercise (10 minutes) 

i Review the Personal Emergency P/a?i handout, which was distril.)uted in tlie 
I last MET/CBT3 ^roup session (see Samp! & Kadden, 2001, page 81). 

j Rationale for Coping Skill: Problem Solving (1^ minutes) 



I Therapist Note: WTien trving to get teenagers to talk about their problems 

i with marijuana, use open-ended questions and draw on the personalized 

j feedbaek report (Siunpl & Kadden, 2001, appendix 4), which was filled 
I out during the initial assessment, when it maybe useful. When 
I teenagers eontinue to refuse to acknowledge the existenee of marijuana 

I problems, therapists may try shifting the discussion away from problems 

that are a direct result of marijuana use to marijuana's effect on teens’ 
problem-solving ability (e.g., '‘Substance use provides an easy escape 
j and malvcs us feel as if we have solved a problem without aetually 
I attempting anytliing.”). 

I Present the following talking points to group participants. Adjust the 
j presentation to the participants’ ability to understand the eoneepts and 
{ terms being introduced. 

I • M\ of us have problems. Problems are not for the privileged few; 

j they are for ever>T)ne on the planet. If you are having problems, 

I it means you are a human being living with many other human 

I beings who sometimes see, think, and feel differently than you. 

Sometimes it’s going to mean that you and another person will 
have a disagreement or that tw^o people, both of whom you like, 
will disagree with each other and ask you to agree with both of 
them at the same time! 

• What makes people different is not whether they have problems 
l)ut how' they deal with them. Some people accept prol^lems as a 
fact of life and tiy not to be too bothered by them, so they can 
start W'orking on solving the problems. Some people accept prol:)lems, 

I but they think they can’t solve their problems. These people have 

j the ability to problem solve; they just do not realize it. Then there 

I are some people who think they s7ro?^Mn'Y ha^^e problems and that 

I there’s something w^eird or abnormal about having them. They 

I feel w^eird and abnormal even though they’re just like eveiyone 

j else. 

i 

I 

I ® Eveiyone in this room has a problem with marijuana. You may 

j have problems that involve or do not iiwolve marijuana directly, 

j The problem-solving steps can be used with any kind of problem. 

I But because these steps take time and because you hav^e only so 

j many hours in a day, you probably don’t need to use these steps 

i with eveiy problem. Problems such as ‘A\4iat’s 4 x 10?” and “Wliat 

j am T going to w'car on Saturday?” can be answ'ered in seconds, 

j The problems we will talk about take time and effort to solve and 

I do not have immediate solutions. 

i 

I 
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® The first rule of problem solving: it trikes time. The number of 
problems a person has in his or her life maj- have less to do with 
how smart that person is than how mueh time that person spends 
thinking problems through. If you don't stick \\ith problem solving, 
then problems will stick to you. But if you do stick with it, you 
will have the privilege of watching ]-)roblems get smaller and 
smaller as your eonfideiiee grows. If you stick with it long enough, 
you might even begin to think of problems as ehalleiiges. 

Explain to the group that sohiiig problems imx)lves five steps. 

® Step #1: The first step is to accept that the problem exists and 
not get bent out of shape al:>out it. WTien you get bent out of 
shape, you are likely to do two things you should never do when 
making a choice. You either (1) do nothing — which gets you 
nowhere — or (2) do the first thing that pops into your head — 
which gets you where you did not plan to be. Instead, you w^mt to 
go somewhere in particular, and you want to decide carefully 
whej*e that somewhere should be. So, the first step is to admit 
that the problem exists and get ready to \\x)rk. 

® Step #2: The second step is to identify the problem and flesh it 
out. Much of what makes a problem threatening is that it is 
unknown. The relief that we experience when we get to know our 
problems is the same relief we experience when we get to know 
someone who was once a stranger. Don't let your problem be a 
stranger. Notice whether it is similar to problems you’ve had 
before. Notice how it is different from other problems, and learn 
about the differences. Find out what is critical to you about this 
problem. Most important, notice that what you think about the 
problem changes the more you learn about it. Soon the problem 
isn't a stranger. It's familiar and something you can work with. 

® Step #3: The third step is to come up with solutions. The key 
here is to forget about getting the right ans^ver. Forget about 
right answers, and forget about good answers. You're tr\ing to 
solve your problem; this is not about getting a grade. Gome up 
with a lot of different kinds of solutions. Gome up with as many 
as you can imagine. Gome up with at least four or five (and then 
eome up with a hundred more)! Pile one on top of another. Make 
your solutions simple; make them huge; make them far-fetehed! 
But just keep coming up with them until you \mve covered at 
least several pages of paper. 

® Step #4; The fourth step is decision making. Notice that a lot of 
other parts of problem solving had to happen before you could 
even get to this point. Most of us think that decision making is 
all there is to problem solving. And that is why many of us have 
problems that keep coming back. But you are not going to make 
that mistake. You have fleshed out your problems and have come 
up with a lot of solutions, and now you are re^idy to pick and 
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choose (and even put togethey') which solutions you want to use. 
You want a solution that works and gets you where you want to 
go. So now is the time to decide which solutions are really rZoah/e 
and which of these doable solutions will put you where you want 
to be. 

® Step #5: The fifth step is called evduating, or following up. This 
is another step, like coming up with solutions, that people tend 
to forget about. Following up means testing to see wliether your 
decision redly worked. Remember, problems exist only because 
they are problems for you. You are the only one wlio can decide 
W'hether a solution wx)rked. You need to find out wliat happened 
w^hen you acted on your decision. Did somebody treat you differ- 
ently? Did you feel stronger, clearer, more eomfortalile aftenvard? 
Did something happen that you didiiT expect? 

® After you have found wliat actually ha] 7 ] 7 ened in the real W'Orld, 
you can now^ ask yourself the all-important question: Did your 
solution work? li your answer is 'A es/‘ then it is time to bask in 
the glojy of your genius. If the answer is 'Mvind of/’ then maybe 
your decision needs some twealung. If your answer is “No/' the 
good news's is you earne up with other solutions in Step 3, so you 
have more solutions to tiy. If you earne up with five solutions in 
Step 3, you have four more to tiy. And if you came up with 100, 
you have 99 more chances to reach a solution. 

Skill Guidelines (IvS minutes) 

Explain to group members that they will now have an opportunity to apply 
the five-step model for solving problems effectively. Use the following 
information in the presentation. 

® Step #1: Recognize that a problem exists. First, recognize that a 
marijuana problem exists. You have received signs that a problem 
exists from several sources. 

^ Your body (e.g., you have cravings, are restless) 

O Your thoughts and feelings (e.g., you feel angrv% anxious, 
ner\’ous, depressed, lonely) 

0 Your behavior (you have not met your standards at school, at 
w^ork; \T)u are concerned about your relationshi]:) with your 
family, with your friends) 

^ Your reactions to other people (e.g., you are angiy, irritable, 
not interested, withdrawn) 

^ Other people’s reactions to you (e.g., they avoid, eritieize 
you). 
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® Step #2: Identify the problem. Once you identify the problem, 
clarify it. Gather as much information and as many details as you 
can. Define the problem in terms of behavior w^ienever possible. 
Break it down into parts — ^\T )u may find it easier to manage parts 
individually than to confront the whole problem at once. 

0 An example of a problem: E\’er\^ time you stay out late on 
school nights without calling home, your parents get worried 
and .angiy and accuse you of smoking pot with friends, even 
wlien you haven't. 

O Examples of some clarifying qiiestioiis: Wlio is affected? How- 
does each one see the situation? Wliat is the outcome that you 
w'ant to chmige (e.g., arguing reduced)? Wliat do other people 
w-ant to see changed? Wliat things have led up to the problem 
(e.g., your histoiy of pot smoking, past dishonesty about drug 
use, parents not knowing your wlierea bouts, parents not 
trusting you)? 

• Step #3: Gome up with solutions. Brainstomi to generate possible 
ways to solve a problem. Key guidelines for generating possible 
solutions are the following: 

^ Remember, more is better. Do not judge solutions! (.Judging is 
for later.) 

^ Gome up with solutions that include both actions and 
thoughts. 

• Step #4: Make a decision and act on it. Go through each solution 
you have come up with, and ask yourself the following questions: 

^ What is most likely to happen if I choose this solution? 

O What are the good or bad things that might happen? 

0 How' likely is it that the good or bad things me going to happen? 

What will happen immediately after I choose this one? 

^ What will happen a long time after 1 choose this one? 

0 How’ difficult will this option be to cany out? 

Pick one or more possible options. Also, pick options that are 
most likely to liave good outcomes in the short and long term 
and least lilvely to have bad outcomes in the short and long term. 
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® Step #5: 15\7iluate the outcome of your decision. Tr\^ out the 
solution you decided on. The solution may not be immediate, mid 
you niriv have to wait or keep \\x)rking at it. As you liegin to see 
the effects of your decision, evaluate strengths and weaknesses by 
asking yourself the following questions: 

o What prol:)lems am I experiencing? 

o Are these the results 1 expected? 

o Gan I do sonietlilng to make this solution worlv better? 
o Do 1 need to consider a different solution? 

Group Exercise (20 minutes) 

Tell group members it is time to practiee the problem-solving model and 
have them volunteer practice problems using the following guidelines: 



• Remind group members to \vork on the problem recognition and 
identification stages, with particular emphasis on describing the 
problem in as much detail as possible. 

• Have the group brainstorm solutions, or choices, and write them 
on the blackboard or posterboard. 



® Encourage group members to consider both positive and negative 
effects and both short- and long-term consequences wiien weighing 
alternatives. 

• Ask the group to prioritize alternatives and vseleet the most 
promising one. 
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Real Life Practice Exercise (5 minutes) 



Give group meml:)ers the Reminder Sheet for Problem Solving handout 
outlining the model and the Real Life Practice Exercise for Problem Solving 
handout to be completed by the next session. Encourage participants to 
focus on current or recent problems involving marijuana or problems that 
may have been caused by marijuana use. 
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These, in brief, are the steps of the problem-solving model. 

# Recognize that a problem exists. “Is there a problem?” We 

get information from our bodies, our thoughts and feelings, our 
behavior, our reactions to other people, and other people’s 
reactions to us. 

# Identify the problem. “What is the problem?” Describe the 
problem the best way you can. Break it down into smaller parts if 
this is more helpful. 

^ Come up with possible solutions. “What can I do?” Brainstorm 
to think of as many solutions as you can. Think of solutions that 
involve your thoughts and your behavior. 

# Make a decision and act on it. “What will happen if . . . ?” 

Consider all the positive and negative short- and long-term conse- 
quences of each alternative. Choose one option that is likely to 
solve the problem with the least amount of hassle to you and others. 

# Evaluate the outcome of your decision. “How did it work?” 

After you have tried the solution, does it seem to be working? If 
not, consider what you can do to make the plan work, or give it up 
and try the next best solution. 
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Real Life Practice Exercice for ProWew Solving 

Select a probleoi that you have now (that wac not difcufced in group) or one that you May have 
a hard tiMe coping with in the future. Follow the ftepf of the Model. ReMeMber to deccribe the 
probleM well and brainrtorM a lift of poffible folutionf. Think about your choicef, then rank theM 
in the order of which folution you think will work beet. When you have decided which folution 
you believe if the beft one, try it out; then evaluate how well it worked. 

AN EXAMPLE 

You are going to a keg party where you know people will be drinking and getting high. 

YOUR PROBLEM 

1. Recognize that a probleM exiftf. 



I. Identify the probleM. (Defcribe what the probleM if.) 



J. (oMe up with poffible folutionf. (Make a lift fbrainftorMj.) 



4. Make a decifion. (Rank the folutionf, and think about the confequencef of each.) 




5. Evaluate the outcoMe of your decifion. (Confider pofitive and negative refultf.) 
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I Session 7 : Anger Awareness 

I ■ ■ - ■ 

! Overview 

Purpose: 

1 . To reinforce group members' recognition of external situations that 
trigger anger and internal reactions that signal anger 

2. To introduce group members to relaxation as a technique for coping 

; with anger 

I Total Time: 75 minutes 

i 

j Breakdowi: 

I o Colleetion of Urinalysis Specimens (prior to or after session) 

I o Review of Client Status (10 minutes) 

I o Review of Real Life Practice Exercise (10 minutes) 

j ^ Rationale for Coping Skill: Anger Awareness (5 minutes) 

I > Anger is a normal feeling we all have at times, 

j > Anger has constructive and destructive effects. 

I > There is a relationship between anger and marijuana or alcohol 

! use. 

j ^ Skill Guidelines (5 minutes) 

; > External situations that trigger anger: direct and hidirect 

j > Internal reactions that signal anger: feelings, physical I'cactious, 

j sleep problems, helplessness, or sadness 

^ Group Exercise (10 minutes) 

^ Activity Sheets (10 minutes) 

> Activity Sheet 1: Ai\ger Triggers 

> Activity Sheet 2: Conducthig a Selfdnterviezv 
^ Real Life Practice Exercise (5 minutes) 

> Anger AwarenesSs Reminder Sheet and Real Life l\actice Exercise 
<i> Rationale for Coping Skill: Relaxation Technique (10 minutes) 

0 Modeling and Group Exercise (10 minutes) 

I 

Materials: 

0 A drug-test kit for each group member 

0 Activity Sheet 1: Anger Tnggers handout for each group meml*)er 
0 Activity Sheet 2: Conducting a Selfdiiteiview handout for each group 
member 

j 0 An A7iger Awareness Reniinder Sheet and Real Life Practice Exercise 
I handout for each group member 

j 0 A Real Life Practice Exercise: Relaxation Tecimicfue handout for each 
I gtoup member 

I 0 Writing materials for each group member 
I 0 A blackboard, “write and wipe’’ board, or large posterboard 
j 0 A session 7 Anger Awareness poster (see appendix 1) 
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j 

I PRCX^EDURES: ANGER AWARENESS 
I Collection of Urinalysis Specimens 

j Therapist Note: Collect urinah^is speciiiiens at either the beginning or 
j the end of this session depending on the therapist's discretion and 
j group logistics. If a participant is absent, collect a urine specimen at 
I the next session the participant attends. A discussion of urine specimen 
i collection procedures can be found on page 24. 

I — — — — 

! 

I Review of Client Status (10 minutes) 

i 

I Review with group members their efforts to achieve or maintain abstinence 
during the past w-eek. Discuss the participants’ attempts to deal with current 
problems related to marijuana use. Reinforce any coping skills they have 
i used suceessfullv to avoid using. 

I 

! Review of Real Life Practice Exercise (10 minutes) 

I 

I Re\iew' with participants tlie Reed Life Practice Exercise for Problem Solving 
I handout from session 6. 

j Rationale for Coping Skill: iXnger Aw^areness (5 minutes) 

J - — — — ...... — 

i Therapist Note: The message to convey in this session is that anger is 
j both a useful and a potentially destructive emotion. Anger can signal 
problematic situations and provide energy to solve them. However, 
group members maybe more familiar with destructive responses to 
anger that include impulsive behavior, eojnmunication avoidance, 
aggressive and violent behavior, and substance use. 

Present the following talking points to group participants. Adjust the 
presentation to the participants' ability to understand the nenv concepts 
and terms being introduced. 

® Anger is a norm*al human emotion. There is a distinction betw-een 
I feeling mid the actions we take because of anger. We 

I all experience anger now* and then. What makes us different is 

i how^ W'C choose to handle our miger. 

j ® Anger can have different effects depending on wiiat w’c do with it. 

j Sometimes wo can use it to assert ourselves or get through an 

i unpleasant task. At other times, wo may take it out on something 

j or someone. 

I Question: \Mien can anger be used constructively? 

i 

I Answor: Anger can energize us to solve problems. For example, 

j if you hear a classmate criticizing a friend, you may 

j be energized to support that friend and to remind 

I elassniates of that person's good points. Anger is also 
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lil^e the yellow light on a traffic signal that tells you to 
slow down and think about what’s important to you. 
Hearing that friend being criticized may make you 
think about how much you care about that friend. 



Question: When might we use anger destructively? 

Answer: Anger is destructive when it prevents you from thinking 



clearly. Anger can be expressed in ways that may be 
harmful to you or others, such as an aggressive 
response. Or it may lead you to stuff your feelings 
deep inside. This is a passive response. Aggressive 
responses block eommunieation and create distance 
between you mid others. Passive responses leave you 
feeling helpless or depressed, make you appear indifferent 
to other people, and may result in an angr>' explosion 
about something unrelated. 



• It is important to have a strategy to deal with anger to prevent 
acting out behaviors that hurt yourself or others. You have a right 
to feel angr\', but you have the responsibility to express anger in 
wa\^ that are not hurtful to yourself or other people. 

• Anger and marijuana or alcohol use are related. Many people 
report that they get stoned or drunk when they feel ajigiy or 
upset at another person. And people who are angn^ and drink or 
use drugs often get angrier, and sometimes they do tilings that 
thevMvouldn’t normally do when sober. Because anger makes it 
difficult to think straight, sometimes people put themselves in 
high-risk situations without realizing it. 

Skill Guidelines (5 minutes) 

Explain that the first step in dealing with anger is to become <aw’are of the 
feeling. Tell group members that increased aw\areness can help them identify 
angiy feelings early, before they grow’ and get out of control. 

Remind participants that they have talked sevenil times in the group (during 
MET/GBT5) about the eoneept of a trigger. To learn constructive w’ays to 
deal with anger, it is helpful to understand wiiat kinds of things trigger 
anger. Ask members to identify some situations, thoughts, or feelings that 
make them angiy. 

Present the following guidelines about increasing aw^areness of triggers and 
signals for anger: 

1 . Become more aware of situations that trigger anger. 

• Direct triggers: A direct attack on you, wiiether verbal or nonxxjrbal 
(e.g., a pow’cr play order, a physical attack, an obscene gesture, unfair 
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treatment), or a cireiinistaiice in which you are unable to get 
soniethiiig you want 

• Indirect triggers: Seeing an attack on someone else or being aware 
of your thoughts and feelings about a situation (e.g., feeling that you 
are being blamed, thinking that someone is disappointed in you, or 
feeling that people are expecting too much of you). 

2. Become more aware of internal reactions that signal anger. Wliat are 
some of the signs that you are getting angr}'? 

• Feelings: Do you feel frustrated, irritated, annoyed, insulted, or 
wired? These less intense feelings often happen before you get angiy, 
and you should tiy to deal with them before they build up and 
become harder to eontrol. 



• Sleeplessness: This maybe due to angr>' thoughts and feelings 
stuffed down during the day or eontinuing anger about something 
that happened earlier. 

• Feeling tired, helpless, or depressed: It may be that your attempts to 
express anger have not worked in the past, and you may feel 
frustrated and helpless to change the situation. You may then have 
given up trving and become depressed. 



• Physical reactions: Do you experience niusele tension in the jaw, 
neck, arms, hands; headaches; pounding heart; sweating; rapid 
breathing; or clenched fists? 



Write the following table of the emotional and physical signs of anger on 
the board for all to see. 



EMOTIONAL 


PHYSICAL 


Frustration 


Muscle tension in your jaw, neck, arms 


Irritation ! 


Headache 


Indifference (to others) 


Pounding heart 


Agitation (feeling wired) 


Rapid breathing 


Helplessness 


Sweating 


Depression 


Sleeplessness 


Feeling insulted 


Impulsive behavior (acting without 
thinking) 



Explain that many of the physical and emotionnl signs of anger are tiie 
same symptoms people experience wiien they are withdrawing from niarijuana. 
Tell participants that if they have recently stopped smoking marijuana after 
smoking it for a long time, they may notice that they are experieneing some 
of these signs and symptoms more often than usual. These are temporary’ 
symptoms that usually disappear in a few^ weelvs. Some i^eople are tempted 
to get high wiien they experience these problems. However, getting high 
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I again only makes these ph\^ical tand emotional problems last longer. If 
I partieipants stay abstinent, most of these symptoms will go away or oeeur 
I less often. People who have a hard time Inandling frustration may find these 
j synnptoms harder to handle. Because prol)lems with anger can often set off 
a relapse, it is important to pmetiee coping skills between sessions. 

Group Exercise (10 minutes) 



I 

{ 

{ 

I 

I 

I 

I 

I 

I 

I 

i 

I 

j 

i 

i 

I 

I 

j 

I 

I 

I 



1 

i 

( 

I 

I 

f 

I 

( 

( 

( 

I 

I 

I 

f 

I 

I 

! 

1 

{ 

1 

I 

i 

I 

I 



I 

I 

} 

I 

J 

i 



I 

I 

I 

\ 

1 

i 

! 

! 

I 



i 

i 



Have group members list personal anger triggers and the internal reactions 
they involte. Strive for a variety of situations (e.g., at home, at school, at a 
partyO with a variety of people (e.g., family, friends, teachers, strangers). In 
addition, tiy to elicit responses on a variet\M:)f internal reactions that signal 
anger (e.g., feeling insulted or helpless, muscle tension, difficulty sleeping). 

Activity Sheets (10 minutes) 

Haxe group members complete the activity^ sheets for Aijger Triggers and 
Qyrickicting a Self-Intervieiv . Also notify participants that the activity^ sheet 
for Conducciiig a Self-fntei'viezv will be used again in session 8, so they^ 
should bring it to the next session. 

Real Life Practice Exercise (5 minutes) 

Give the group members the Anger Awareness Reminder Sheet and Real Life 
Practice Exercise , and tell them to complete it before the next group scvssion. 
Instruct them to pay- attention to situations that make them angry> as well 
as to internal reactions such as the thoughts, feelings, behaviors, and phy\sical 
signs that signal anger. Again, notify participants that this reminder 
sheet/ real life practice exercise will be used in session 8, so they should 
be sure to bring it to the next session. 

Rationale for Coping Skill: Relaxation Technique (10 minutes) 



Therapist Note: Conduct two tension-relaxation cy^^eles for each muscle 
group. Start with the face and move to the neck, then to the shoulders, 
arms, stomach, back, and finally the legs. Allow- 5 seconds of tension 
and 15 to 20 seconds of relaxation for each cycle. 

In rehux^ition training, how' you say things is as important as what you 
say. It is not neeessaiy to talk continuously- during the tension or 
relaxation pha^se. The therapist should begin the session in a 
conversational tone and become a bit louder and more intense during 
the vS-seeond tension instructions. Over the course of the rest of the 
session, the therapist’s voice should show' a progressive reduction in 
volume and speed, becoming ealrii, soft, mid rhy^thmie. The therapist 
should model the technique for group members. 

Some adolescents may be apprehensive about the eye-closing aspect of 
the aetivity because of anxiety that can be due to past abuse or they 
may feel silly or unsafe about closing their eyes for an extended period. 
For these adolescents, the therapist should make this part of the activity 
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I Present the following talking points to the group, 

j 

I • This part of toda>’’s session focuses on the use of relaxation 

j techniques in coping with anger, stress, tension, and anxiety, 

I Being angiy and stressed can lead to difficulty concentrating, bad 

I decision making, and a lot of uniieeessar>^ arguing. Now that we 

I ha\-e discussed how to be a\vai*e of anger, we can discuss a way of 

* dealing with it. One way is to relax. At first, you might think it 

i odd that rekLxing is something that you do. Most of the time, we 

I think of rekudrig as just not doing anything. But just as we 

I sometimes have to be aware of our anger, there are times w'hen 

I we have to actively relax. 

j 

® Relaxation is a useful skill. WTen? Almost arivtime. Uses for 
rehixation include the following: to deal with stressful situations, 
to deal with eveiyday stress, to get ready for sleep, to cope with 
urges to smoke pot, or to think more clearly al.K)ut a situation or 
problem. 

Modeling and Group Exercise (10 minutes) 



Use the following text during the relaxation exercise. 

I 

I Preparations jor Relaxation 

i 

I ® I will guide you through a tension-relaxation exercise, so you can 

{ get a good idea of what it involves and can begin to practice it on 

I your own. This exercise is often called progressive relaxation or 

i deep muscle relaxation. 

I 

j 

j • Progressive relaxation involves taking turns tensing and relaxing 

j different muscle groups to identify feelings of tension and to 

j replace them with feelings of relaxation. We will begin with the 

I face and move to the neck, shoulders, arms, stomach, back, and 

j finally the legs. 

i 

I 

I 



I 
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option jil and instruct them to select a particular point in the room and 
focus on it during this period. The therapist should explain that the 
objective of the activity is to help adolescents concentrate on relaxing 
the muscles in their bodies, not to make them feel anxious or silly 

Each tension-relaxation cycle consists of the following instructions: 

® Tense up, hold the tension, and become aware of it (5 seconds), 

® Relax and feel the tension flowing out of youi* body (5 seconds). 

® Tune in to the feelings of relaxation, notice the difference 
between the tension and relaxation, and enjoy the contnist 
(15 to 20 seconds). 
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I ® Relaxing is a skill that usually takes practiee to master. You will 

j l)e ill control and le*arn how to relax yourself. It is important that 

! you do not exi^eet too much too soon. You may feel little effect 

I the first few times, although some people feel deeply relaxed the 

1 first time. 

I 

I • I will demonstrate how to tense each muscle group, with you 

j imitating my behavior. I will tense different grouixs of inuseles, 

! for 5 seconds each and then relax each for 15 to 20 seconds. 

i 

i 

I 

I • Remember: 

I 

I 

i 

j ^ During the tensing phase, donk strain the muscles by tensing 

j them as hard as possible. It is important only that you feel the 

I rnuscie tensing, 

i 

j After tensing each muscle group, relax those muscles w^hen I 

{ say the vvxirds, ‘'Relax now^” 

i 

j Relaxation Pretest 

I 

i 

I • Before w-e begin, think of a scale from 1 to 10, in wliieh 1 is total 

I relaxation and 10 is niaximum tension. Consider wliereyou wx)uld 

I place yourself on that scale, and remember it. Write it down on a 

! piece of paper if you need to. 

I 

I Rekucation Rehearsal 

I 

® Now’' sit back in your chairs. Take a moment to feel the chair 
against your back, to feel it holding you up. Notice how^ your 
back, arms, and legs feel in that chair. 

• Now^ I'm going to count baclward from five to one. Close your 
eyes and gradually let yourself sink into the chair. When 1 wSay one, 
your eyes wMll be closed: Five. . . four. . . three. . . two. . . one; eyes 
closed. 

® Tension: 5 seconds. Remaining in your seats, tense up all the 
muscles in your face (and subsequent muscle groups: neck, 
shoulders, arms, stomach, back, and legs). Now hold it. Notice 
I the tension. Hold it, study it, tight, hard, feel the tension in your 

j face (and subsequent muscle groups). Concentrate on how' it feels 

! and where it is located. 

I 

I 

I ® Relaxation; 15 to 20 seconds. Now' relax. Just let go, further 

j and further. Get rid of all the tension. Tune into the feelings of 

j relaxation, deeper ;uid deeper. Just enjoy the feelings in the muscles 

j as they loosen up, smooth out, umvind, and relax, thinking about 

} nothing but the pleasant feelings of relaxation flowing into your 

i face (and subsequent muscle groups). See if you can let it go a 

1 little bit more. Ev^en though it seems as if youVe let go as much 
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I as you possibly can, there always seems to be that extra l)it of 

j relaxation to let all the tension go. Notice what it’s like as the 

\ museles become more mid more deeply relaxed, calm, and peaceful, 

j There’s nothing to do but focus your attention on the pleas.ant 

I feelings of relaxation flowing into your face (and subsetjuent 

} muscle groups). Notice the difference between the feelings of 

I tension and relaxation. 

1 

I 

i RelcLxation Posttest 

I 

i 

I • Think of a scale from 1 to :i.O, in which 1 is total relaxation and 

i 10 is maximum tension. Consider where you would place yourself 

I on that scale, and remember it so you can jot it down after yoirve 

j opened your eyes. 

I 

j ® Now Tm going to count backward from five to one. With each 

I number you are to become more and more fully awake. Wlien I 

! say one, you’ll be wide aw^ake, still feeling veiy comfortable and 

j relaxed, but fully aw^ake and alert: five. . . four. . . three. . . two. . . 

I one; eyes C)pen wide and aw-ake. 



Therapist Note: 

® Have group members discuss any changes in the level of stress they 
are experiencing after the exercise compared with their prexious tension 
rating. 

• Provide the group with posithe feedback for doing w-ell on the exercise 
(regardless of wiiethei* subjective ratings of tension decreased from 
before or after the exercise). 

• Respond to any questions or eoinments by group members about the 
relaxation exercise. 

• Give group nieinl:)ers the Real Life Practice Exercise: Relaxation 
Technique. 
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Activity Sheet i; Anger Triggers 



(Adapted from Auerbach, i997, page iSi) 



WHICH OF THE FOLLOWING EVENTS, FEELINGS. AND 
THOUGHTS ARE ANGER TRIGGERS FOR YOU? 



Place one checkmark next to items that sometimes trigger your anger. 
Place two checkmarks next to items that make you angry most of the time. 



Being told what to do 
Being treated in a way you think is unfair 
Being blamed for something you did wrong 
Being blamed for something you didn’t do 
Having someone criticize you 

Finding out that someone said something mean about you 
when you weren’t there 

Being asked to do more things than you can handle 

Seeing someone have something that you don’t have and 
that you want 

Thinking that someone you care about is angry or upset 
with you 

Having to stop doing something that you enjoy 

Not having things happen the way you wanted them to happen 
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AdwUlf Sheet 2: Cmdudkg a Sell-ltitefwiem 

(Adapted Auenlutdi, 1997, (lo^e 123} 

Once you’ve calmed yourself down after being angiy, it is time to take a close 
look at the situation you are in. Some helpful images to keep in mind are a 
camcorder and a VCR. 

First, imagine that a camcorder recorded the whole situation from start to finish. 
You are one of the actors in the video. Second, take the tape out of the camcoider 
and put it in the VCR. Now press rewind, or run an instant replay, and watch 
what happened again. This will give you a chance to review what happened as 
many times as you want, to get a better understanding of what occuiTed. Your 
goal is to see clearly what lias happened, now that you are cooled down and are 
in control. 

Conduct a self- interview. You need to try to be openminded to do this exercise 
well. Imagine you are a reporter on the scene. Try interviewing yourself (the 
actor in the video) to get a better idea of what happened, how you reacted, and 
what you should do next. Try to get just the facts. Ask yourself the iollowing 
questions: 

1. What’s getting me angry? What was the TRIGGER? 

2. What is my anger rating? 

I 2 3 4 5 

I I I I I 

Not Angry Rage 

3. What exactly did the people involved say or do? 

4. What kinds of different things could they have meant? 

5. Is this a personal attack or insult? 

6. Are my assumptions about this situation correct? 

7. Am 1 angry because Tin expecting too much of myself or of someone 
else? 

8. Is someone trying to get me angry? 

9. What are the positives in this situation? 
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j^nger ^^wareness l^minder ^beet and 
^al ^ife practice Exercise 



Anger is a normal human emotion. Being aware of anger can help you use it in a 
constructive way. Until the next session, pay attention to external situations that 
make you angry, and identify the anger triggers. Also, try to recognize internal 
reactions that signal anger, and identify what these are. Then pick one instance of 
anger before the next session, and put checkmarks by the external events and by 
the internal reactions that led to your anger. 

Direct Triggers 

External Events That Trigger Anger (✓ Check) 

Direct attack on you (verbal or nonverbal): 

Physical attack 

Unfair treatment 

Bossy treatment (being told what to do) 

Blame 

Criticism 

Mean statements behind your back 

Circumstance in which: 

You are unable to get something you want 

Someone else has something that you don't have, 

but that you want 

You have to stop doing something you enjoy 

Things don't happen the way you wanted them 

to happen 

You are unable to reach a goal 



(continued on next page) 
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Indirect Triggers 

Seeing someone else attacked in some way 
Being aware of your thoughts and feelings about 
a situation 

Feeling that too much is being expected of you 
Feeling that you are being blamed 
Feeling that you are being criticized 
Thinking that someone is disappointed, angry, or 
upset with you (especially someone you care about) 



Internal Reactions That Signal Anger Check) 

Emotions 

Feeling frustrated, annoyed, irritated, agitated 

(feeling wired), insulted 

Feeling tired, helpless, depressed, indifferent 
(to other people) 

Physical Reactions 

Muscle tension in different parts of the body (jaw, neck, 

shoulders, arms, hands, stomach, back, legs) 

Headache, pounding heart, sweating, rapid breathing, 

clenched fist 

Difficulty falling asleep 

Impulsive behavior (acting without thinking) 
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Real Life Practice Exercise: 
Relaxation Technique 

Deep Muscle and Progrressive Relaxation Tecliniques 



1. Select a quiet time when you will not be interrupted. Practice at least three times during 
the next week. 

2. Sit in a chair and settle back as comfortably as you can. Take a deep breath and exhale 
slowly. You may feel most comfortable if yon close your eyes. Notice the feelings in your 
body; you will soon be able to control these feelings. 

3. Go through the seven groups of muscles in the directions below, first tensing each muscle 
group for 5 seconds and then relaxing each for 15 to 20 seconds. 

• Wrinkle up your forehead. Then relax your muscles. 

• Close your eyes tightly. Then relax your eyes. 

• Clench your jaw, gritting your teeth together. Then relax. 

• Shrug your shoulders toward your head. Tilt your chin toward your chest. Then 
relax. 

• Flex both arms at the elbows. Then relax your arms. 

• Squeeze both hands into fists, with your arms straight. Then relax your hands. 

• Stretch out both legs, point your toes toward your head, and press your legs 
together. Then relax your legs. 

4. Before each practice exercise, rate your level of relaxation and tension. Using a scale of I 
to 10, with I being very relaxed and 10 being very tense, rate how your body feels after 
completing each practice exercise. 

Rating (1-10) before Rating (1-10) after 

practice exercise practice exercise 
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Session 8: Anger Management 



Overview 

Purpose: To te^ich healthy coping skills for dealing with anger 

Total Time; 75 minutes 

Breakdown: 

^ Discussion of Urinalysis Results With Individual Group Members 
(prior to group) 

^ Review' of Client Status (10 minutes) 

^ Re\ie\v of Real Life Practice Exercise (10 minutes) 

^ Rationale for Coping Skill: Anger Management (15 minutes) 

> Review triggers from session 7 

> Present Model of Anger: Events --►Thoughts --► Feelings 
O Skill Guidelines (15 minutes) 

The Four Steps: 

1 . Chill Out: Successful past strategies and self-statements 

2. Collect Your Thoughts: Self-intenlew\ anger triggers, options, and 
problem solving 

3. Choose the Best Action: Decide and evaluate outcome 

4. Change the Way You Think About iVnger 
^ Group Exercise (15 minutes) 

O Real Life Practice Exercise (10 minutes) 

Reminder Sheet for Anger Managanent and Real Life Practice Exercise 
for Anger Management 

Materials: 

^ A Reminder Sheet for Anger Maiiagement handout for each group 
member 

0 A Real Life Practice Exercise for A nger Management handout for each 
group member 

0 Session 7 handouts for each group member: Activity Sheet 2: 

Conducting a Self Interview and Anger A'leareness Reniinder Sheet and 
Real Life Practice Exercise 
0 Writing materials for each group member 
^ A blackboard, “write and wipe” board, or large posterboard 
o A session 8 Anger Management poster (see appendix J.) 



PROCEDURES: ANGER MANAGEMENT 
Discussion of Urinalysis Results 

Therapist Note: The results of the urinalysis specimens obtained in the 
previous session should be disetissed with participants before the group 
session. If a participant failed to attend the previous group, obtain a 
urine specimen during this group session and review the results before 
the next session. Guidelines for the presentation of urinalysis results 
ean be found on page 24. 
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I Review of Client Status (10 miiiutes) 

j 

I Review with group members their efforts to achieve or maintain abstinence 
I during the past week. Discuss the participants' attempts to deal with current 
j problems related to marijuana use. Reinforce any coping skills they have 
I used successfully to avoid using marijuana. 

i 

j Review of Real Lite Practice Exercise (10 minutes) 

( 

i Review the Arigcr Awa7wiess Sheet and Real Life Practice Exervise assigned 
! in session 7, Anger Aw-areness. 

i 

I 

i Rationale for Coping Skills: Anger Management (15 minutes) 

I 

1 Present the following talking points to participants. Adjust the presentation 
I to the participants’ ability to understand the eoncepts and terms being 
j introduced. 

I 

I 

I • The last session was devoted to anger awareness and to recognizing 

j events that trigger anger. (See Aiiger Azmtreness Reminder Sheet 

j and Real Life Practice Exei'cise handout from session 7.) This session 

I focuses on techniques for managing anger. Anger is not automatieally 

I triggered by events. Our thoughts and beliefs about events play an 

I important part in how we react to a situation. Consider this 

i example. (Write the example below on the blackboard). 

I 

I 

j 

Event ^ Thoughts Feelings 

Your mother “1 must have done something Apprehension, anxiety, 

is quiet when wrong. She’s mad at me fear, dread 

you get home. ^tg^hn, and w’c’re in for a 
fight." 

I ® Wdiat other w'ays might you have thought about this event? How’ 

I might these different thoughts have led to different feelings? 

Skill Guidelines (15 minutes) 

Explain that there are four important steps to help deal with situations that 
1 make you angr>\ Write the steps on the board or ask a participant to do so. 



vStep #1 


Chill out. 


Step #2 


Collect your thoughts. 


Step #3 


Choose the best action. 


Step #4 


Change the way you think. 



j 

i 

I 

j Use the following presentation to explain each step. 
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Step #1: Chill out. The first thing to do when you re^ilizc you're ungr>' is to 
tiy to calm dowTi. How you think changes how you feel about events. But 
you eaivt nuilvc good decisions if you doivt stop and think. Here are some 
ways to ealni down: eount to 20, leave the room, close your eyes, or go for a 
walk. (Encourage participants to sh<arc their ideas.) Another way to chill 
out is to think cool thoughts. (Ask participants to compare cool and hot 
thoughts. See examples l:>clow.) 



COOL THOUGHTS 


HOT THOUGHTS 


Slow^ down. 

T^ike it CJisy. 

Take a deep breath. 

Cool it. 

Chill out. 

Relax. 

Ignore it. 

Count baelavard from 20. 


It’s not fair! 

I hate w^hen this happens! 
Wdiy me?! 

What a jerk! 

No one cares about me! 

I give up! 

This is stupid! 

It’s all my fault! 



Step #2: Collect your thoughts. Once yoiTve cooled down, take a closer 
look at the situation. (Review Activity Sheet 2: Conducting a Self-'Inter'vic-w 
from session 7.) 

Step #3: Choose the best action. Once you have a better understanding of 
what's making you angiy, look at your choices. What are some skills you 
have learned in our sessions that can help you nial^e better decisions when 
you are angiy? (Invite discussion about problem-solving techniques from 
session 6, such as brainstorming solutions, choosing tm option, and evaluating 
the outcome of one’s decision.) 

Step #4: (^Ihange the way you think about your anger. Think thoughts such as: 

• am still angiy, Init anger isn't so awful! After all, 1 will feel 
better soon." 

• “1 eaiTt waste my time being angiy about things 1 eaiTt eontrol 
right now. It’s l)etter to spend time on things I ean change. ITn 
going to get my mind off this." 

Group Exercise (15 minutes) 



Present the following scenario: A friend of yours took one of your CDs 
without permission. Wlien you asked him or her to give it baelv, he or she 
denied having taken it. You decide to confront your friend. 

Appropriately respond to this situation using the four-step model of chill 
out, collect wur thoughts, choose the best action, and change the w^ay you 
think. Guide the group to generate positive thoughts about situations they 
wTOte about in session 7 for the Anger Awai'eness Reininder Sheet and Real 
Life Practice Exercise. Wlien appropriate, have participants roleplay the 




ua 
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I situations and think aloud. Ask volunteers to roleplay different situations 
I that require the use of anger management teehniques. 

i 

I 

I Real Life Practice Exercise (10 minutes) 

j Give the group members the Reminder Sheet for Anger Management and 
I Real Life Practice Exercise for Anger Management to be completed before 
I the next session. This exercise involves identif\ing a situation and the 
I thoughts that provoked anger and then tning to change the reaction. 
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Remin4ei' Sheet fof Anger Management 



Anget- cgn fesult ffom the vvgy we think about things; 

Events Thoughts Feelings 

Thefe afe fouf important steps to help 4eal with situations that make you 
angi-y. 



Step #1: Chill Out 

Use pht-ases like these to help you calm 4own; 
slow 4own. Chill out. 

Take it easy. Easy 4oes it. 

Take a 4eep bt-eath. Relax. 

Cool it. 



k. t I ^ \ ^ A ^ . -i T*'L- 






Step #2: Collect Yout- Thoughts 

Next, think about what's getting you so angty. Review the situation 
point by point. 

what's getting me angiy;’ 

Is this a pet-sonal attack Of insult;’ 

Am I expecting too much of myself ot- of someone else;’ 

Step #5: Choose the Best Action 
Then think about yout- options. 

Anget- sboul4 be a signal to start pt-oblem solving. 

A^hat can I 4o;’ 

what is in my best intet-ests het-e;’ 

what othet- coping skills may be helpful het-e;’ 

Step #4: Change the Wav You Think About Anget- 
if the pt-oblem won't go away, 

Rernernbet- that you can't fix evet-ything. 

Tt-y to shake it off 

Don't let it intet-fet-e with yout- life. 



if you solve the problem, con^i'^tulgte youF-self! 




Until the next session, pay attention to your reactions to situations that 
make you angry. Try to identify the thoughts that are making you angry 
and try to change them. Before the next session, pick one occasion 
involving angry feelings (or feelings of annoyance, frustration, or 
irritation) and write down the following: 

Trigger situation: 



Calm-down phrases used: 



Anger-increasing thoughts: 



Anger-reducing thoughts: 



What other thoughts might have helped you cope with this situation? 
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Session 9: Effective Communication 
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Overview 

Purpose: To teach effective communication through active listening, 
aSwSertivenesSj and strategies for responding to criticism 

Total Time: 73 minutes 

BreakdoxTO: 

^ Review of Client Status (10 minutes) 

^ Review of Real Life Practice Exercise (10 minutes) 

^ Rationale for Coping Skill 1: Active Listening (5 minutes) 

The Four Steps: 

1. Listen 

2. Rephrase 

3. Ask questions 

4. Show you understand 

^ Rationale for Coping Skill 2: Assertiveness (10 minutes) 

The Four l\pes of People: 

1. Passive 

2. Aggressive 

3. Passive-aggressive 

4. Assertive 

^ Skill Guidelines (5 minutes) 

^ Group Exercise #1 (5 minutes) 

^ Rationale for Coping Skill 3: Receiving Criticism (10 minutes) 

> The Two IXpes of Criticism 

1. Constructive 

2. Destructive 

> Relationship between receiving eritieism and rnarijuana use 
^ Skill Guidelines (3 minutes) 

1. Doir t get defensive, don’t argue, and don’t eounterattaek 

2. Ask for clarification 

3. Find something in the criticism with which you agree 

4. Propose a compromise 

5. Reject unfair criticism 

0 Group Exercise #2 (10 minutes) 

^ Real Life Practice Exercises (5 minutes) 

Materials: 

^ A Reminder Sheet for Recercing Onticism handout for each group 
member 

^ A Real Life Praedee Exercises for Recewmg Cndcisrn — Exercises 1 
and 2 handout for each group member 
^ Writing materials for each group member 
0 A blackboard, “wnlte and wipe” board, or large posterboard 
0 A session 9 Effeedve Cxmimunicadon and Receiving Ciidcism poster 
(see appendix 1 ) 
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I PROCEDURES: EFFECTI\T2 COMMUNICl-VTION 

I 

! Review of Client Status (10 minutes) 

i 

j Review with group members their efforts to achieve or maintain abstinenee 
I during the past week. Discuss the participants' attempts to deal with 
j current problems related to marijuana use. Reinforce any coping skills 
I tliey have used successfully to avoid using marijuana. 

I Review’ of Real Life Practice Exercise (10 minutes) 

j 

I 

I Review' the Real Life Practice Exercise for Anger Management handout 
! assigned in session 8. 

! 

1 Rationale for Coping Skill 1: Active Listening (5 minutes) 

i 

j Present the following talking points to the participants. Adjust the 

I presentation to the participants’ ability to understand the coneepts 

j and terms being introduced. 

1 

j ® The first thought that comes to mind wiien we think of 

j eommunieatioii is of someone talking. However, talking is only 

I half of eornmunieatiiig; the other half is listening. We sometimes 

; forget about listening, the silent partner of talking, But we do 

I know'' w’hen listening is not occurring. Without listening, people 

I do not eornmimicate, 

j 

j • Even though we pay less attention to listening, we are attracted 

to people wlio listen. The active listener tells us that we are being 
paid attention to and that wdiat we are saying is being heard. Here 
are four steps for active listening. (Write the four steps on the 
board.) 



I 

I 

I 

I 

1 



• Step #1: Listen. Pay attention to people wLen the>- t«alk to you. 

I Repeat their wx)ixls to yourself. If, after repeating their words in 

j your head, you find something that you don’t understand, remind 

j yourself to ask a question later. 

I 

I 

j • Step #2: Rephrase. To rephrase is to restate out loud wLat people 

I are sajdng to you. This might sound weird, but you will l:>e surprised 

I how^ many people appreciate it. Rephrasing is the most direct way 

\ of showing someone that you are pa>ing attention. (The therapist 

j may wish to demonstrate this skill to the group.) 



Active Listening 

1. Listen. 

2. Rephrase. 

3. Ask questions. 

4. Show^ that you understand. 
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j ® Step #3: Ask questions. Asking questions sliows other people 

j that you are pa\ing attention to what they are saying and that 

i you want to he^ir more. 

i • Step #4: Show that you understand. There are many different 

I ways to show that you understand what someone is tiying 

eommunieate to you: rephrasing, summarizing, or even admitting 
that you don’t understand everxthing he or she is saying. Sa\ing 
j you dojrt understand ever\thing shows that you do understand 

I some of it. Showing someone you understand is not the same 

j thijig ^ls sating that you agree with him or her. You ean have a 

j different point of \iew from someone else but still understand liis 

{ or her point of view. 

I 

I 

j Rationale for Coping Skill 2: Assertiveness (10 minutes) 

j 

j Discuss the following talldng points with group members: 



Rephrasing 

1. It seems as if you feel. . . . 

2. It sounds as if you are. . . . 

3. If 1 am hearing you right, yoirre feeling. . . . 

4. So you’re feeling like. . . . 

5. So you’re saying that. . . . 
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• Assertiveness means expressing your opinion without hurting 
other people, asking other people to change their behavior, or 
rejecting what other people say. The trick is to say what you 
mean, wliile letting others know that you respect what they have 
to say. B\" asserting yourself, you can get your needs exprcvssed 
without being passive, aggressive, or passive-aggressive. 

• There are four ways of getting along with others: passive, aggressive, 
passive-aggressive, and assertive. (See session 5 of the MET/CBT5 
manual [SampI & Kadden, 2001 1.) 

Passive people tend to give up their rights as soon as they get 
into a eonfliet with someone else. They don’t stand up for 
themselves, and they let other people w’alk all over them. They 
don’t let others know wliat they are thinking or feeling. They 
bottle up their feelings, even w’hen they don’t have to, and feel 
anxious or angiy inside a lot of the time. 

^ Aggressive people protect their own rights but run over other 
people’s rights. They may aetually satisfy their own short-term 
needs, but their beha\1or harms their rekitionships with other 
people wlio, in tlie long run, may resent the w^ay they have been 
treated. 



Passive-aggressive people are indirect. They hint at wliat they 
w-ant, make sarcastic comments, or mumble something. 
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without saying what is really on their minds. They won’t say 
how they feel, but they will '‘act it out.” For example, they will 
slam doors, give someone the “silent treatment,” be late, or do 
a sloppy job. 



j ^ Assertive people decide what they want, plan an appropriate 

I way to involve other people, and then act on the plan. They 

j state their feelings or opinions clearly and are specific about 

! what they want from others. They stand up for themselves and 

i do not fall back on threats, demands, or negative statements to 

! get what they want. 

i 

i 

! Skill Guidelines (5 minutes) 

! 

j Explain to the group that the following points are useful to remember when 
i praetieing assertiveness: 

I 

j ® Thinlv before you speak. 

! 

j • Be specific and direct in what you say. 

I 

I • Pay attention to your body language. Use eye contact; face the 

I person yoirre tallving to. 



i 

f 

I 

I 

( 



I 



• Be ready to compromise. Think about what behaviors you are 
willing to change to get what you want. 

• Repeat or rephrase statements if you think you’re not being 
heard. 



Group Exercise #1 (5 minutes) 

j Ask a participant to roleplay and take the part of a friend at school who 
I suggests they should smoke a Joint in the rest room during luneli period. 

I The therapist models passive, aggressive, passive-aggressive, and asserti\-e 
responses. After each ty=pe of response, ask participants from the whole 
group to identify the type of behavior being demonstrated and whether it 
was successful. 

Have participants generate situations they found difficult in the past and 

i roleplay assertive responses to those situations. The situations do not have 

j to relate to marijuana use. 

1 

1 

j Rationale for Coping Skill 3: Reeei\dng Criticism (10 minutes) 



I Tell participants that criticism is a part of life. It pro\ddes evem)ne with a 
chance to learn more about themselves and about how they affect other 
j people. Remind pmtieipants that evejyone has room for irnprovemeiit. 

I Listening to and hearing eritieism can be h.ard, but it has its rewards. Other 
j people grow to respect that we are ready to hear their point of view. This 
I also helps us avoid conflicts. 
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j Explain that there are two t\pes of eritieism: 

I 

! 1. Constructive (or assertive') criticism is about what a person does and not 

I about who a person is. This kind of criticism asks for real changes, 

I because people can change what they do but not who they are. 

i 

1 

I 2. Destructive (or aggressive) criticism is about who a person is. 

I Destructive criticism is not really looking for a change but is attempting 
j to hurt someone or start a fight. 

I 

i 

I Explain further that eonstructive criticism can help participants if they c.an 
j hear it. It provides a chance to change. Destructive criticism is not worth 
j worrying about. Sometimes, someone may be feeling bad and taking it 
out on another person. Tell participants that when they hear destructive 
criticism, it is better just to wallt away, 
i 

! Describe how learning to accept criticism can help participants resist using 
! marijuana. Learning to accept criticism helps things go more smoothly with 
{ other people. If participants are feeling better about getting along with 
I other people, they don't need marijuana to feel better. Explain that some 
i participants may ha\c l^een criticized for using marijuana. If they' pay attention 
I to the part of that criticism that is ''construetive,” they can get some useful 
I information about how to change. Tell the group members not to worn' if 
j the eritieism doesn’t stop wlien they stop using marijuana. It takes time for 
i people to begin trusting them again. Others may still be thirildng alx)ut 
1 their smoking behavior. It takes time for others to notice the good effort 
j they are making today. 

I 

I 

j Skill Guidelines (5 minutes) 

Explain the following five points about receiving and responding to eritieism. 

1 . Don't get defensive, doiiT argue, and don’t try to get back at people 
(counterattack). Doing these things will onlvvinake the situation worse 
and give you less chance of talking things out. 

Consider the following example: A teenager heading out for a rock 
concert is criticized by his or her parent for going to the concert. The 
I teenager replies, “What do you know about my music? Yoirre clueless.” 

j This kind of statement may be offensive and directs attention away from 

j the feelings leading to the argument. 

1 

I 

j 2. Cheek in with the other person so that you really understand wiiat 
j that person is eritieizing. This gives \-ou a ehanee to find out what the 

I person is really w-orried or angr\^ about. Then y^ou will be in a better 

I position to know whether the eritieism is constructive (there’s something I 

j can change here) or destructive (this person is just tiying to get at me 

I and I am going to ignore it). 
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I To continue with tliis ex^iniple: A nondefensive reply, ^md one thrit would 
I help someone understand the criticism, would be: ''1 doift understand 

I why my going to the concert makes you upset. Gould you tell me what 

1 you’re upset about?” 

j 

j 3. Always look for something in the criticism that you can agree with, 

I mid let the person know you agree with it. Sometimes, criticism is correct. 

I Even if you feel aiigiy, admitting that you made a mistake can help. 

j To continue with the previous example: The person going to the eoneert 
i might say, 'Tou’re right, some kids do drugs at concerts, but I don’t do 
j that anymore.” This approach takes away some of the tension and gives 

I you and the other person time to think. 

I 

I 

i 4. Propose a compromise. A compromise means meeting somebody 
{ halfway. Suggest vsomething specific you can do to make a change. 

I 

I To continue with the previous example: A possible compromise might be 
I that the person going to the eoneert goes with friends wiio do not drink 
j or do drugs. 

I 

j 5. Reject unfair criticism. Sometimes, criticism is not fair. At these times, 

I it’s good to be assertive and reject the criticism firmly and politely. Do 

I not insult the other person. Just let him or her know^you do not agree. 

i 

I 

I Consider the following example: The lead scorer on a soccer team mivsses 
j a shot and is criticized by the coach. ''You ahvays choke,” he says. A 
I g(>(>tl w^ay to respond here is to reject the destructwe criticism, look for 
something to agree on, and make a compromise: ‘‘You’re right, I missed 
that shot. I gotta practice it. MavJie if I stay after practice, you’ll shoiv 
I me how'' to nail it. What do \^ou say?” 

I Group Exercise #2 (10 minutes) 

I 

i Give group nieinbers a chance to roleplay responses to both constructive 
I and destructive criticism. Scenes should involve recent instances of criticism 
or future situations wJiere criticism is likely to take place. Participants may 
need some help verbalizing criticisms witli enough detail to make the 
roleplay substantive. Roleplays should include different types of people (e.g., 
parents, siblings, friends) and different types of criticism (constructive or 
I destructive; accurate or unfounded) and should refer to both recent and 
j past marijuana use. 

1 

j Real Life Practice Exercise (5 minutes) 

j Give the group members the rieminder Sheet for Receiving Criticism and 
j Real Life Practice Exercises for Receivnig (Mticism to complete before the 
j next session. 
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Reminder Sheet for 
Receiving Criticism 




Wlico you receive eritleism, remember tlie 
followiu|g: 

• Don’t get defensive. 

• Don’t argue. 

• Don’t counterattack. 

• Ask questions to get a better understanding of 
the criticism. 

• Find something to agree with about the 
criticism. 



Propose a compromise. 
Reject unfair criticism. 



Session 9 

Real Life Practice Exercises for 
Receiving Criticism 

Exercise 1 : Responding to Criticism 

Stay alert until our next session for any criticism you may receive. 
Try to respond according to the guidelines outlined in today's 
session. For one criticism that you receive this week, write down 
the following; 

□escribe the situation: 



□escribe your response: 



Communication Checklist YES NO 

1. □id you behave as if the criticism was nothing 

to get upset about? 

2. □id you ask questions to understand the 

criticism better? 

3. □id you find something to agree with in 

the criticism? 

4. □id you propose a compromise? 

Exercise 2: Responding Assertively 

Imagine the following situation: You come home late from a friend's 
house. You've been drug free for about 3 months. However, your eyes 
are red, and you’re feeling somewhat down and irritable. Your parent 
Cor someone you live with) approaches you and says, "You've been out 
smoking pot again, haven’t you?" 

In the space below, write an assertive response: 
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Session 10: Coping With Cravings and Urges To Use 
Marijuana 



Overview 

Purpose: To help group members identify triggers for niarijuana use mid 
plan for dealing with social pressure, cravings, and urges to smoke 

Total Time: 75 minutes 

Breakdo\\Ti: 

^ Review of Client Status (10 minutes) 

^ Re^iew of Real Life Practice (10 minutes) 

^ Rationale for Coping Skill: Coping With Crawigs and Urges To Use 
Marijuana (15 minutes) 

Graving is a eonimon experience and nuiy last a long time after 
group members stop using marijuana. 

> Urges OJ* cravings can be triggered by things in the environnient 
or by certain situations. 

> Cravings and urges are time limited. 

^ wSkill Guidelines (15 minutes) 

> Avoid urge triggers 

> Cope with urge triggers \T)u cannot avriid 

> Remember the benefits of abstinence and the negative results of 
use 

^ Group Exercises (20 minutes) 

> Activity Sheet for Coping With Cravii^gs — Craving Triggers, 
Craving Plan 

> Reminder card: Benefits of abstinence and consequences of use 
^ Real Life Practice Exercises (5 minutes) 

Materials: 

^ An Activity Sheet for Coping With Cravings handout for each group 
member 

^ A Reminder Sheet for Coyyirig With Cravings and Urges handout for 
each group nieinber 

^ A Learning Neve Coping Strategies handout for each group ineml:>er 
0 A Real Life Practice Exercise for Coping With Craviiigs handout for 
each group inember 

o Writing materials for each group member 
0 A blackboard, “write and wipe” board, or large posterboard 
^ A package of index cards 

o A session 10 Coping With Urges and Cravings To Use Marijuana 
poster (see appendix ].) 
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I PROCEDURES: COPIN(5 MTH CRA\TN(JS AND URGES TO USE M/\RI.IU/VNA 

I 

1 

j Review of Client Status (10 minutes) 

i 

j Review with ^roup niembers their efforts to achieve or maintain abstinence 
I during the past week. Discuss the participants’ attempts to deal with current 
j problems related to niarijutaiia use. Reinforce any coping skills they have 
j used successfully to avoid getting high. 

j Review- of Real Life Practice Exercise (10 niinutes) 

I 

I 

I Revienv the Real Life Practice Exercises for Receiving Cntlcisin handout 
! assigned in session 9. 

I 

i Rationale for Coping Skill: Coping With Cravings and Urges To Use 
i Marijuana (3 5 minutes) 

j 

{ Present the following talking points to group participants. Adjust the 
I presentation to the participants’ ability to understand the concepts and 
j terms being introdueed. 

I 

I • Cravings are common and most often happen early in treatment, 

j They can keep eoming back for wrecks, months, and occasionally 

I years after vSomeone stops using marijuana. Cravings may be 

i uneomfortable, but they do not necessarily mean that your body 

j or brain is damaged. You do not need to feel ashamed about 

j them. You vshould expect era\ings to happen and be ready to 

{ eope with them. 

! 

I 

• An urge, need, or craving to use marijuana can be triggered by 
things you see around you or by situations that remind you of 
using marijumia. Physical cravings include tightness in your stomach 
or feeling nen’ous. Psxehologieal cravings might include thoughts 
of how good it would feel to smoke pot, memories of when you 
got high in the past, thoughts about luwv to get a joint, or just a 
desire for it. Be rilert to peoi:)le, places, and things that remind 
you of getting high. 

• Cra\ing and urges do not last forever. Usually, they come and go 
fairly quickly. They ordinmily last only a few- minutes or a few 

j hours at most. They do not grow^ until they are unbearable. They 

j usually peak after a few^ minutes and then die dowai — like an 

I ocean w'ave. As you stay clean, it will become easier to eope with 

j cravings and urges to smoke marijuana. 

I 

I Skill Guidelines (1.5 minutes) 



O 

ERIC 



Discuss the following talking points with participants: 

• Learn how to recognize triggers so you can aveid them or deal 
with them, so you don’t use. There are two kinds of triggers: 
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I those that come from the outside (that is, external trigj^ers) and 

I those that come from the inside (that is, internal tritjgers). 

I 

j ® External triggers include being in the presence of inarijuana, 

I alcohol, or drugs; being around other people who are getting 

j high, drinking, or using drugs; being around people with whom 

I you used to use marijuana; being in places where you used to get 

i high; and times of the day when you used to smoke marijuana, 

i The easiest way to deal with external triggers is to avoid them 

j rid of marijuana in the house or in your car; do not go 

I to parties where drugs will be around; have less contact with 

j friends who smoke pot, drink, or use other drugs). 

! 

® Internal triggers include feelings like anger, frustration, and 
depression. Even positive feelings, such as exeiternent, feeling 
“awesome,'' or the desire to celebrate an aeeomplishment, ean 
I psyehe you up for using. Here are four ways to deal wath internal 

! cravings and urges: 

I 

I > Distract yourself. Listen to music, call a friend, go to a movie, 

i or get some exercise, such as bike riding or roller blading. 

I Once you are busy doing something else, the urge will be easier 

I to handle. 

I 

I 

i > Talk it through. Tell a friend or family member about a craving 

i when it occurs. You may need to educate or remind the person 

I that craving is a normal part of giving up marijuana and that 

j it does not mean you are going to slip back into using. 

Sometimes it helps to talk to someone else who has quit 
smoking pot, because that person understands what you are 
going through and can suggest a helpful alternative. 

> Challenge and change your thoughts. When experieneihg a 
craving, people tend to remember only good times connected 
with marijuana use and often forget the nooso-good times. 
Remind yourself of the bad things connected with marijuana 
use and the good things about not using. If it helps, write 
down the bad things about using and good things about 
! abstinence on a card and earn^ it with vt)u. 

I 

i 

I > Use ‘\self-talk'’ to challenge urges. Self-talk has twx) steps. 

{ First, pretend that the urge can talk to you. Turn that urge 

! into a statement. For example, 'Tm really angty^; if I don’t get 

I high, I’m going to lose it.” Second, pretend you are talking to 

j the urge and turn what you are saying into a statement. 

I Repeat to yourself: “Yeah, I’m angiy, but getting high isn’t 

j going to change the situation. I haven’t dealt with miger 

! without getting high for a long time. But I’m going to have to 

learn to deal with anger differently to stay dean.” This may not 
mdvc the craving eompletely disappear, but it will make you 
feel better and more in control of dealing with the urge. 
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Group Exercises (20 minutes) 

Have participants complete the first part (Graving Triggers) of the Actifc^ity 
Sheet for Coping Utf/i Cravings liandout. Ask them to list craving triggers 
that come from both situations and emotions. Have them circle those they 
can avoid or stay away from. 

Have participants complete the second part (Graving Plan) of the activity 
sheet. Ask them to list distractions and people they can talk to who will 
help them cope with their cravings. Have them pick out two or three of the 
w-ays that will help them most to deal with enivings and urges. 

Show participants the Cravings Log on the Real Life Practice for Coping 
With Cravings handout. Explain how they can use it to keep a journak or 
log, of cravings and their efforts to deal with these cravings. Note that the 
heading for “Intensity’’ includes a scale that ranges from low* (1) to medium 
(5) to high (10). Also point out that they will be using the cravings log 
during the next week in the real life practice exercise. 

Give each pm*tieipant a small em*d and wTiting materials. On one side of the 
card, have members write down the benefits of not using marijuana. On the 
other side, have them write down the negathe consequences of marijuana 
use. 

Real Life Practice Exercise {S minutes) 

Distribute the Reminder Sheet for Coping With Cravings and. Urges and 
Learning New Coping Strategies handouts. Encourage participants to identify 
strategies they have used successfully in the past, as well as those they are 
walling to try. Briefly cover major categories in the reminder sheet, and ask 
participants to review^ them between sessions. 

(?iive group members the Real Life Practice Exercise for Coping With 
Cravings, and ask them to complete it before the next group session. 
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Activity Sheet for Coping 
With Cravings 



Cffsviiig ¥rfgg®ffs 

Situations that have triggered cra\nngs for me: 

1 . 

2 . 

3 . 

Emotions that have triggered cravings for me: 

1 . 

2 . 

3. 



Sffsjvimi: Plan 



Distractions that will help me cope with cravings: 

1 . 

2 . 

3. 

People to whom 1 can talk about my cravings: 

1 . 

2 . 



3. 
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Reminder Sheet for Coping 
With Cravings and Urges 

Reminders About Cravings and Urges 

Cravings are common and most often happen soon after you 
quit. But episodes of craving may continue for a iong time after 
you stop using. You shouid expect cravings to happen and be 
prepared to cope with them. 

An urge or craving to use marijuana can be triggered by 
peopie, piaces, and things that remind you of getting high. 
Cravings and urges are time limited; they usually peak after a 
few minutes and then die down, like a wave. Urges will become 
less frequent and less intense with time. 

Learn how to recognize triggers so you can avoid them. 
Self-monitoring can help you recognize triggers. 

The easiest way to deal with cravings and urges is to try to 
avoid them. 

Sometimes cravings cannot be avoided, and you have to cope 
with them. 

Strategies for coping with cravings. 

■ Get involved in some distracting activity. 

■ Challenge and change your thoughts. 

■ Talk it through. 

■ Use self-talk to challenge urges. 

Self-talk can strengthen or weaken your urges. 

■ Be aware of statements that feed into the urge (i.e., make 
the urge more intense). 

■ Use self-talk constructively to challenge or counterattack 
those statements. 

Initially, it may seem easier if you replace the urges with 
distracting activities. 
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Learning New Coping Strategies 
A List of Alternatives to Marijuana Use 



Below is a list of ways to resist smoking marijuana. From this list, 
choose ways that you think will work best for you. Expect that you 
will have to try out some different strategies before you find the 
ones that work best for you. 

Actions 

• Avoid or escape from the situation. 

• Put off deciding to get high for 30 minutes. 

• Do something distracting. 

Thoughts 

• Give yourself a pep talk. 

• Remind yourself of your reasons for quitting. 

• Visualize yourself as a nonsmoker— happy, healthy, and in 
control of your life. 

• Picture the long-term effects on your body of smoking 
marijuana. 

• Tell yourself loudly and sharply, "STOP!" then get up and do 
something else. 

Lifestyle 

• Exercise regularly. 

• Practice relaxation or meditation. 

• Take up a new hobby or try an old one. 

• Do fun stuff. 

• Reward yourself for quitting marijuana. 

• Remove all smoking paraphernalia (rolling papers, pipes, 
bongs, etc.) from your room, car, and home. 

• Spend time in places where it's difficult to get high. 

• Spend time with friends who don't smoke. 
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Session 11: Depression Management 



Overview 

Purpose: To teach techniques for being aware of depression and for 
managing it by identifsing and responding to negative thoughts 

Total Time: 75 minutes 

Breakdo\m; 

^ Collection of Urinalysis Speciinens (prior to or after session) 

^ Review of Client Status (10 minutes) 

^ Review of Real Life Practice (10 minutes) 

O Rationale for Coping Skill: Depression Management (10 minutes) 
>Prineiple: Coping with depression = avoiding relapse 
> Model of Depression: Events --►Thoughts -► Feelings 
Examples of Coping Skills: Managing negative thoughts, solving 
problems, and increasing pleasant activities 
^ Skill Guidelines (15 minutes) 

The three A's: 

1. [Become] Aware of body signs, mood changes, and feelings 

2. Answer negative thoughts 

3. Act differently 

^ Activity Sheet (10 minutes) 

Group Exercise (15 minutes) 

^ Real Life Practice Exercise (5 minutes) 

Reminder Sheet for Deprei>i>ion Maiiagementy Rerninder Sheet for 
Thinking EirorSj and Real Life Practice Exercise for Managing 
Depression and Negative Thoughts 

Materials: 

o An Activity Sheet for Thoughts handout for each group ineml)er 
^ A Renimder Sheet for Depression Management handout for each group 
meml^er 

0 A Reminder Sheet for Thinkirg Errors handout for each group nieml)er 
o A Real Life Practice Exercise for Managing Depression aiul Negative 
Thought handout for each group niember 
0 Writing materials for each group nieniber 
^ A blackboard, “write and wipe” board, or large posterboard 
^ A session 1 J. Depression Manageynent poster (see appendix 1 ) 



PROCEDURES: DEPRESSION MANAGEMENT 



1 Therapist Note: This inten^ention is not sufficient for treating clinical 

j depression. The material covered in this session is designed to reinforce 

I connections among thoughts, feelings, and actions with respect to 
I negative moods and depression. Participants exhibiting signs of major 

I depression should be referred for further assessment and proper treatnient. 

I 

t 



Part JV: Session 11 



I Collection of Urinalysis Specimens 

I 

1 Therapist Note: Urinalysis specimens should be colleetecl at the beginning 
j or the end of the session, depending on the therapist's discretion and 
I group logistics. If a participant is absent, obtain a urine specimen at the 
I next group he or she attends. 

! ‘ ^ ^ ' 

i Review of Client Status (10 minutes) 

I 

I 

i Review with group inemlDcrs their efforts to aeliieve or maintain abstinence 
i during the past week. Discuss participants’ attempts to deal with current 
I problems related to marijuana use. Rehiforee any coping skills they hav-e 
! used successfully to avoid using marijuana. 

! 

! Review of Real Life Practice Exercise (10 mimites) 

i 

j Re\iew the Real Life Practice Exercise for GopiiJg With Cravings handout 
j assigned in session 10. 

i 

j Rationale for Coping Skill: Depression Management (10 niiruites) 

I 

j Present the following talking points to group participants. Adjust the 

I presentation to the participants’ ability to understand the eoneepts and 

j terms being introduced, 
i 

i 

j • The goal of this session is to learn to use cognitive behavioral 

techniques for dealing with mild and moderate depression and 
negative moods. According to cognitive beha\1oral theor\\ these 
moods can be partially alleviated by changing how one thinks and 
behaves. First, we will review^ a three-step model for managing 
depression and then practice the model through roleplav^ and 
written exercises. 

® Negathe moods and depression are eomnion among substance 
abusers during the reeoverv^ process. Often these moods are related 
to the actual depressant effects of drugs such as marijuana or 
alcohol or to the losses experienced in one’s life (e.g., loss of 
friends or self-respect) as a result of substance use. Depression 
and negative moods often are ameliorated during treatment 
without any specific attention. However, some people continue 
j to experience problems with depression even after tliey hav’c been 

j clean and sober for fairly long periods. In such cases, it may be 

I neeessaiy to focus directly on these negative moods and provide 

j additional treatment. 

i 

I * Depression is particularly problematic, because negative mood 

j states, especially depression, often lead to relapse. Marijuana 

j smoking does not help with depression and may even intensify it. 

j Most people wlio use marijuana to help with depression are just as 

I depressed when they come dowai as they were before they got 

1 high. They may even feel more depressed! 
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j • Sometimes people feel helpless to ehange the way they feel. They 

j say, “Ex'enthing is making me feel down! I can't change anything!” 

; Wliat they are really saying is that events in their lives are making 

j or causing them to feel depressed — as in this model (draw the 

j model on the board): 

j Events Feelings 

1 ® However, the model does not tell the whole stoiy because events 

I are not the only' things that cause us to feel a certain way. How we 

i think about events also influences how we feel — as in this more 

j complete model (draw the model on the board): 

! 

Events -> Thoughts Feelings 

j ® It is helpful to remember that our thoughts can change the \v<\y 

I we feel about an event because we often cannot control the event 

! itself. But we do have control over how w-e chink about an evejit, 

I We can manage negative moods by changing the way we think and 

{ act. Many' of the skills \\^ have already learned for managing nega- 

I tive thoughts, solving problems, and increasing pleasant activities 

j can also be used for dealhig with depression ajid its syTiiptorns, 

1 

I Skill Guidelines (15 minutes) 

I 

I 

I Present the following talking points to partieipajits. 

I 

! • Here are three steps you eaji take to help yourself feel better 

j wiien you are sad or depressed. We call them the Three A’s: 

(Become) Aw^are, .^Vnswer, and Act. The first step is to become 
aware of thoughts that get you dowm. The second step is to 
an.S‘ic;e?’ these thoughts with new thoughts that are more positive 
and realistic. And the third step is to act on these new' thoughts. 

It takes practice to use the Three A\s, but once you get into the 
habit of using them, you can help yourself feel better. 

I 

I 

j • Step #1: (Become) Aware. The first step is to recognize wiien 

I you are feeling depreswsed. Some signs that help tell you that you 

I are depressed include the following (write list below’ on the 

I board): 

I 
{ 

I 
I 
! 

! 
i 



i 

i 

j 

I 

I 

i 

I 

I 

I 

I 

I 



i 

I 

i 

I 

! 

j 



Signs of Depression: 

• Inability to eoneentrate and problems with menioiy 

® Difficulty getting things done or failing at school or work 

• Inability' to enjoy things that used to be fun 

• Loss of confidence or difficulty' making decisions 

• Moodiness, ening, moping, talking about sadness, or thinking 
about suicide 

® Low^ energy', feeling tired, or not having much energy 

• Sleeping a lot or not being able to sleep 

• Changes in weight: poor appetite or overeating. 
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1 

i 

j 

i 

1 


j 

These ^ire easy to miss when you are actually feeling depressed, so 
it is important to beeome aware of them early on. 


j 

i 

1 


Peelings are not as easy to notiee as you might think. Sometimes 
people are just too busy or too distracted to notiee how they feel. 
Here are some good tips for helping you keep track of depressed 
1 feelings: 


j 

j 

! 

i 

1 

I 

i 

j 


0 Pay attention to your mood changes. Wdien you start to feel 
sad, ashamed, bored, lonely, or rejected, tune in to what’s 
going on and how you’re feeling. Are you sleeping a lot, moping 
around, and eating differently from your normal pattern? 


i 

1 

i 

] 

i 

i 

i 

1 

j 


0 Own your feelings. Take responsibility for your feelings. Use 
‘‘1” statements such as “1 feel,” ''I think,” etc. If you are having 
i trouble notieing your feelings, start talking about them. Tell 

1 people how you are really feeling at any given moment. 

1 


! 

1 

! 

! 

j 


^ Check in with your body. You ean tell a lot about your feelings 
from your musele tension, posture, facial expression, and how 
1 you walk and move. 


i 

i 

i 

j 

i 

i 

i 

i 

1 

1 

1 

1 

! 

1 

1 

1 

1 

1 

1 

i 


i 

1 ^ Notice negative thoughts that you have when you are sad or 

depressed. Negative thoughts can be a problem when they get 
to be automatic (i.e., like a habit) because much of the time 
they are Just not true! For example, if a friend tells you that 
she does not want to go with you to the mcmes, a negative tape 
j may start rolling in your head that sa\^, “Nobody w^ants to go 

1 out with me.” If that thought is allowed to keep repeating over 

1 and over, vou might actually start believing it and start feel- 

ing alone and depressed — even though there are other friends 
W'ho would go with you to the movies in a minute! 


! 

1 

1 

1 

1 

1 

1 


• Step #2: Ajiswer. Once you start having negative thoughts, you 
j can start answering them. First, you must separate w'hat is really 

I true from what a negative thought tells you is true. A good W'ay to 

j do this is to ask and answor some serious questions about yourself 

and your automatic thoughts. 


j 

1 

j 

i 

j 

j 


1 

j ^ Ask, ‘‘Wliat’s the evidence?” If \ou wore a judge in a courtroom, 

1 would you be satisfied that there is enough evidence to prove 

j that the negative thought is true? For ex^imple, your girlfriend 

! did not call you tonight and now* you have negative thoughts: 

1 “She is going to dump me!” The judge asks, “Is the fact that 

j she didn’t call enough evidence to prove that she is going to 

1 dump you?” (\Vell, not really. She might have been too busy. 

1 In fact, there could be many reasons wiiv she didirt call.) 

j ' , ./ 


1 


1 

j ^ Substitute a more realistic thought for the old one. If the 

1 negative thought does not hold up in court, replace it with 

1 one that is more likely to be true, or w*ait until v^ou ean get 
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j more evidence. For example, you miglit think, 'Must because 

j slie did not call doesn't mean we're breaking up. Pll wait to 

; see her in sehool toinorrow, and then Til have a better idea of 

j what's going on. In the meantime, I’m going to listen to some 

j music and take my mind off this.” 

i 

1 

I ® Step #3: Act. Just answ^'riiig your thoughts won't be enough to 

! get over feeling depressed. Act on your new thought or belief. If 

I you act differently, you can change old thinking habits and 

I strengthen new ones. You have to do something to challenge your 

j automatie thoughts. Here are some actions you can talte to help 

i overcome your depressed feelings. 

j <► Make a short list of activities that make you feel good and 

another list of activities that make you feel bad. Now make 
j a plan for today that includes one or two extra feel-good aetiv- 

j ities and one or two fewer activities that make you feel bad. 

j ^ Use problem-solving strategies to take some action. These 

I can help you feel as if you are t^ilting control of your life. Here 

I are the steps: 

t > Recognize that there is a problem, 

j > Identify the problem. 

] > Come up with solutions. 

1 > Make a decision. 

I > Think about the result of your decision. 

I 

Activity Sheet (10 minutes) 

This exercise w^as adapted from Auerbach (1997). Instruct participants to 
eomplete the Activity Sheet for Thoughts; this handout helps people become 
awvare of negative thoughts. Ask group members to identify" errors that 
characterize their thinking styles. 

Group Exercise (IvS minutes) 

I 

I Ha\’C participants process the following scenario using the three A's — 

I (become) aw\are, answer, act: 

I 

I You are grounded for the next 2 months because you came home high 
j on marijuana one night and were caught by your parents. It is a long 

j weekend, and no one is home, and you can't find anything to do. Your 

I pm'ents are not home and w’on't be back for a couple of hours. What 
j ?ire you thinking? How can you answer any thoughts you might have 

j about w-anting to get high? Wliat can you do? 

i 

I Real Life Practice Exercise (5 minutes) 

1 

I G ive group members the Reminder Sheet for Depression Management^ the 

j Reminder Sheet for Thinking Enors, and the Real Life Practice Eccercisefor 

\ ' 

I 
I 
I 

m \ 

I 
I 
I 
I 




Part IV: Session 11 



I Managing Depression and Negative Thoughts liandouts. A$k participants to 
! review and complete these before the next session. 
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Activity Sheet for ThoL3ghts 

(Adapted from Auerbcicb, 1997, pages 103 cmd 104) 

The purpose of this worksheet is to give you practice In identifying automatic negative 
thoughts and then answering them. Below, write down one or two examples for each 
automatic negative thought that may cause problems for you. Then Identify one or two 
answers that you can use to challenge your thoughts. A more complete list of these 
negative thoughts is on the Reminder Sheet for Thinking Errors. 

1. BELIEVING IN PERFECTIONISM 

Thinking that if you’re not perfect, you’re a loser 

EXAMPLES: 



ANSWERS: 



2. CATASTROPHIZING or “AWFULIZING” 

Taking something small that happened and exaggerating it 

EXAMPLES: 



ANSWERS: 



3. OVERGENERALIZING 

Thinking that if something happens once, it will happen every time 
EXAMPLES: 



ANSWERS: 



4. EXPECTING THE WORST 

Entering a new situation assuming that things won’t work out 



EXAMPLES: 



(continued on next page) 
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ANSWERS: 



5. PUTTING ONESELF DOWN 

Thinking things that make you feel bad about yourself 

EXAMPLES: 

ANSWERS: 

6. USING ALL OR NOTHING THINKING 

Seeing things in black and white, with no in-between 

EXAMPLES: 



ANSWERS: 

7. PERSONALIZING 

Thinking all situations and events revoive around you or are about you 
EXAMPLES: 



ANSWERS: 

8. MINDREADING 

Assuming you know what other people are thinking 
EXAMPLES: 




ANSWERS: 




Use the Three A’s to help overcome your depression. 

Become AWARE of the symptoms of depression, 

- Be aware of your moods and the situations that influence them. 
“ Be aware of your automatic negative thougliis. 

ANSWER these thoughts, 

“ Ask questions and challenge the assumptions behind these 
thoughts. 

“ Replace the negative thouglits with positive ones. 



ACT differently. 

“ Use your problem-solving skills to deal with issues that worry 
you. 

“ Increase your positive activities. 

- Decrease your involvement in negative activities. 

- Reward yourself for the positive steps you are making. 
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Reminder Sheet for 
Thinking Errors 




Is the way you're seeing it the way it really is? 



(continued on next page) 



Here’s a list of how people think things ai'e worse than they are. Are you 
doing any of these? What can you do differently? 



Type of Error 


Example 


Personalizing: Thinking all 
situations and events are about 
you or revolve around you 


“Ever)one was looking at me and wondering 
why 1 was there. I know they must have 
been talking about me. * 


Magnifying; Blowing negative 
events out of proportion 


“This is the worst thing that could happen 
to me.” 


Minimizing: Ignoring the 
positive factors of a situation 
or overlooking the negative 
factors of a situation 


Ignoring the positive: 

“Acing that test was no big deal.” 
Overlooking the negative: 

“Copping pot in a dangerous neighborhood 
is not a problem because nothing really 
bad happens.” 


Either/or thinking; Seeing 
things in black and white, 
with no in-between 


“Either I’m a loser or I’m a winner; either 
I’m bad or Em good.” 


Jumping to conclusions: Making 
a false connection between one 
set of circumstances and an 
outcome 


“1 blew the test; Em never going to be able 
to get into college.” 

“My heart is pounding. I must be having a 
heart attack.” 


Overgeneralizing: Thinking that 
if something happens once, it 
will happen every time 


“1 am never going to be able to quit smoking 
pot. I always screw up.” 


Self-bJaming: Blaming yourself 
rather than identifying specific 
behaviors that you can change 


“Em no good.” 


Mindreading: Assuming you 
know what other people are 
thinking 


“My mom is mad at me because she thinks I 
am getting high again.” 


Catastrophizing or “awful izing*': 
Taking something small that 
happened and exaggerating it 


“Since Eve already relapsed twice, Ell never 
be able to stay clean and sober.” 


Expecting the worst: Entering 
a new situation assuming that 
things won't work out, assuming 
you will fail before you even tiy 
to do something 


“Ell never be able to pass this class. 1 may as 
well drop out.” 


Putting oneself down: Thinking 
things that make you feel bad 
about yourself 


“I don't deserv^e things to get any better.” “I 
am no good, just as my father (or mother] 
said.” 
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Session 11 

lte<il life Prciclice Cxercise for 
Moficigifig Depression ond Negolive Thoughts 



1. UUhot ore the ujoys I shouu my depression in moods, attitudes, 
and actions? UUhot ore the signs? 



2. UUhot ore the negative thoughts that outomoticollv go along 
uuith my depression? UUhot do I thinh about my current situation, 
my uuorld, and myself in general? 



3. UUhot questions con I osk myself to challenge these automatic 
negative thoughts? 



4. UUhot steps om I going to take to act differently? UUhot 
problem-solving strategies hove I come up uuith to deal uuith 
my problems? UUhot pleasant activities might I increase? 
UUhot unpleasant activities might I ovoid or do less often? 
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I Session 12: Managing Thoughts About Marijuana 
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Overview 

Purpose: To help participants identifx' thoughts leading to marijuana 
use and manage those thoughts before relapse oeeurs 

Total Time: 75 minutes 

Brejikdovvii: 

o Discussion of Urinalysis Results With Individual Group Members 
(prior to group) 

0 Re\ie\v of Client Status (10 minutes) 

0 Re\iew of Real Life Practice (10 minutes) 

0 Rationale for Coping Skill: Managing Thoughts About Marijuana 
(10 minutes) 

> Thoughts about marijuana are normal. 

>It is important to be aware of these thoughts, so you don’t act 
on them impulsively. 

>" A risky state of mind ean lead to 12 eomrnon excuses for relapse. 
0 Skill Guidelines (10 minutes) 

> Challenge thoughts about marijuana 

> List and recall benefits of not using 
Recall unpleasant using experienecs 
Distract wurself with other thoughts 
Reinforce your successes in coping with marijuana 

> Delay your decision to use 

> Leave or change the situation 

> Call someone 

0 Group Exercise (15 minutes) 

^ Real Life Practice Exercise (5 minutes) 

0 Termination (15 minutes) 

Materials: 

0 A Reminder Sheet for Managing Thoughts About Maiijiiana handout 
for each group member 

0 A Real Life Practice Exercise for Managing Thoughts Abo ut Marijuana 
handout for each group member 
0 Writing materials for each group member 
0 A blackboard, “write and wipe” board, or large posterboard 
^ A session 12 Managmg Thoughts About Manjuana poster (see 
appendix 1 ) 



PROCEDURES: MANAGING THOUGHTS ABOUT M^VRIJUANA 
Discussion of Urinalysis Results With Indmdual Group Members 



Therapist Note: The results of the urinalysis specimens olitained in the 
last session should be discussed with participants before this group session. 
Guidelines for the presentation of uruialysis results ean be found on 
page 24. 
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j Review of Client Status (10 minutes) 

{ 

i 

I Review witli group members their efforts to aeliievx.' or maintain abstiiienee 
I during the past week. Diseuss partieipants’ attempts to deal with current 
I problems related to marijuana use. Reinforce any coping skills they have 
I used successfully to avoid using marijuana. 

i 

I Re\lew of Real Life Practice (10 minutes) 

i Review the Real Life Practice Exercise for Managing Depression and Negatirce 
; Thoughts handout assigned during session 11. 

j 

I 

! Rationale for Coping Skill: Managing Thoughts About Marijuana 

{ (TO minutes) 

( 

j 

I Present the following talking points to group participants. Adjust the 
j presentation to the participants' ability to understand the eoneepts and 
I terms being introduced. 

j ® Thoughts about smoking marijuana are normal. Almost anyone 

I who stops using alcohol and dntgs occasionally thinks about getting 

I high again. There is no problem with these thoughts, as long as 

I you don’t act on them. You may feel guilty about the thoughts 

j (even though you have not acted on them), and you may even tr\' 

I to get them out of your mind. The purpose of this session is to 

j identify those thoughts or feelings that can lead to relapse and 

j learn new ways to catch yourself before you actually slip, 

j Sometimes the thoughts are obvious, but sometimes they can 

I creep up almost without being noticed. 

I • Recovering substance abusers need to be aware of the state of 

j mind that can put them at risk for a relapse. A risky state of mind 

j is one that tempts tlieiii to let down their guard. The negative 

j thoughts of a risky state of mind can take the form of excuses, 

i The 12 most eomnion excuses for relapse (adapted from Kadden 

I et al., 1992) are the following: 

1. Happy memories of getting high. Some people who are trying 
to stop using marijuana think about pot as they think about a 
longiost friend. For example, “I remember the days when I'd 
! take a few joints down to a party and get stoned”; ‘AVhat’s a 

j weekend without pot and booze?” 

I 

I 2. Testing yourself. Sometimes, after not smoking marijuana for 

j a while, pe<Jple get overeonfident. For example, 'T bet I can 

I smoke with the gu>^ tonight and still deal with school tomornw 

morning.” Sometimes, o\cj*eonfidenee is mixed with curiosity, 
j For example, ‘T wonder wliat it would be like to have just one 

1 hit.” 
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\ 3. Crisis. During ri crisis, a person may say, '‘I need a hit,’’ or ‘‘I 

I can handle this only with a joint.’' 

1 

i 4. Feeling uncomfortable about life without marijuana. Some 

j people find that after they stop smoking pot, they are more 

} aware of old or new problems in their lives. For example: “Fin 

} very irritable around my friends. Maybe it’s more important for 

i me to lie a nice person than it is for me to stop smoking right 

I now,” or ^Tm no fun to be arotind when I’m not smoking pot.” 

I 5. Self-doubts. Some people doubt their ability to sueeeed at 

} things. For example, “I just have no willpower,” or 'i tried to 

j quit many times before and it never worked out; why should 1 

expect this time to be any different?” 

} 6. Escape. Most people want to avoid remembering unpleasant 

I situations, problems, or past experiences. Failure, rejection, 

! disappointment, embarrassment, or sadness tend to demand 

j relief. People get tired of feeling hassled, lousy, and upset. They 

I just want to get away from it all and away from themselves, 

i They may not neeessarily want to eateh a buzz or get high, but 

j they want instead to feel numb, calm, or at peace. 

I 7. Rehixation. Thoughts of wanting to relax are perfectly normal, 

{ but the thoughts can be a problem if you expect to feel rehexed 

I immediately without actually doing something lelaxing. Rather 

I than tnnng to do relaxing activities, the individual may choose 

I the shortcut of using alcohol or drugs. 

8. Socialization. Many people are shy or uncomfortable around 
new people or in social settings and may look to marijuana to 
feel more relaxed and confident. 

9. Improved self-image. WTien people have low self-esteem or are 

I unhappy with themselves, they often begin to think again about 

j drugs as a way to feel more confident and to get immediate and 

j temporan^ relief from feeling unhappy. 

! 10. Romance. Most people enjoy daydreaming or having fantasies, 

i \\4ien people are bored or unhappy with their lives, they want 

j excitement, romance, and the feeling of being in love, 

j Fantasizing, carried too far, can lead to using marijuana or 

I alcohol to make fantasies seem real. 

T 

I 11. To hell with it. Some individuals seem to give up on setting 

j hi their lives. They think that nothing re^dly matters 

j and that there is no reason to tiy. \\1iy should they ghxi a 

I damn? vSueh an attitude leads these people to relax their 

j guard and not to care whether they remain eleari or not. 

i 

I 

I 

! 

I 

I 
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12. No control. This attitude is the opposite of the testiiig-yourself 
excuse. If people l^elieve they eaiiT control their cravings, they 
arc setting themselves up for relapse. Those who feel they h«a\^‘ 
no control may give up the fight before they h<ave even tried to 
stop using drugs. This attitude differs from the todiell-with-it 
attitude. In that situation, individuals do not necessarily feel 
powerless; they just do not w<ant to malte the effort to continue 
what they have been doing. No control implies Just that — a 
feeling of being powerless over their era\ings and the ability 
not to picli up drugs. 

Skill Guidelines (10 minutes) 

Explain that evetyone who tries to stop smoking marijuana has thoughts 
about using it again at one time or *another. Provide the following list of 
wa\^ to manage these thoughts: 

® Challenge the thoughts. For example: “Getting through high 
school is more important than getting high right now. I am going 
to get that diploma/' “If my friends arc real friends, they're going 
to respect that I want to do something else besides smoke pot," 
or “1 can date without using and feel good about myself." An 
important iuspect of challenging thoughts about substance abuse 
is not only to visualize wliat one is not going to do but to picture 
wiiat one is going to do as an alternative to using. 

® List the benefits of not smoking pot. The benefits might include 
increased self-esteem, greater self-control, staying out of legal 
trouble, and/or not disappointing friends and relatives. Paving 
more attention to the benefits (e.g., better health, improved 
menlor\^ thinking more clearly) than to the losses (e.g., not getting 
high) will strengthen your decision not to use. You might also 
carrv’' a small index Ccard in your w-allet or pack to remind you of 
the benefits of staying clean W'henever you eateh yourself being 
tempted to use. 

® List unpleasant marijiuma experiences. Tr\^ to renieml:)er the bad 
feelings you have had as a result of marijuana use. Make a list of 
unpleasant experienees such as arrests, family problems, poor 
grades, or paranoia. Tiy to picture a negative experience you 
have had with marijuana. Add these bad feelings and unpleasant 
experiences to your index card. 

® Distract yourself with other thoughts. Think about something 
besides marijuana. For example, think about holiday plans, people 
you love, or hobbies. Focus on something else you w’ant to get 
done. 

• Reinforce your successes in coping with marijuana. Remind 
yourself of the sueccss you liave had so far. For example: 1.2 weeks 
of abstinence, getting involved in treatment, or staving in treatment. 
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\ ® Delay your decision to use. Put off the decision to use drugs for 

j 30 minutes. Most urges to use are like waves: they build up, peak, 

i and then fade awav. If you wait, the wave will pass. 

I V. 

1 ® Leave or change the situation. If a place or activity makes you 

I think about using marijuana, go somewhere else or tr\^ a different 

{ aetivitv. 

j 

j 

I ® Call someone who is good at helping you talk through a 

j problem. That person may be able to help you clarify your 

j though ts or distract you . 

I 

j 

j Group Exercise (15 minutes) 

Have participants think of their own excuses for using marijuana and select 
j wnys of coping with these excuses from the list above. For example: 

I ^ ' 

! • Excuse: ^'Quitting pot has really been easier than 1 thought. I 

j must not have been all that addicted to it in the first place.’' 

I • Coping strategy: Challenge the thoughts. “1 must be crazy. What 

I am 1 saving? Quitting hasn’t been easy. 1 was having the urge to 

I smoke all the time until the last few days. If 1 didn’t depend on it, 

I 1 could have quit on my own a long time ago. I’m just missing the 

I feeling of being high and starting to talk myself out of quitting. 1 

I think I’ll do something else.” 

Real Life Practice Exercise (5 minutes) 

Ask participants to write lists of items under the following three categories. 
Each list should consist of at least 5 to 10 items. 

• Positix'C consequences you expect by not using drugs 
® Negative consequences of using daigs 

• The most high*risk situations you might run into that will make 

j quitting or staving clean difficult. 

I 

i Ask participants to use this information to rate how- committed they are to 
! stopping their marijuana use and to quitting. Ratings range from 1 (no 
I commitment) to 10 (extremely high level of eommitment). 

j 

j Termination (13 minutes) 

I 
1 



j 

i 

I 

I 

I 



Therapist Note: It is important to address termination before the final 
session. Beginning in session 9, therapists should broach the topic of 
termination. The first mention of termination may be brief. However, 
therapists should note that a limited number of sessions remain, review 
how these sessions will be spent, and probe for any questions or reac- 
tions from participants. 
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-i Terminrition can be prol)leiTiatic for many participants and can lead to 
j clinical deterioration or acting out prior to the end of treatment. 

I Several weeks before the end of treatment, therapists should review the 
treatment timetable to sensiti/.e themselves and participants to the 
I issues involved. 

! 

j During the final session, devote an adequate amount of time to termination 

j issues. At a minimum, termination should include reviewing and 

1 summarizing the course of treatment, eliciting the partieiprmt'S reactions 
I and feelings about treatment, inquiring about the pros and eons of the 

j treatment for the participant, and discussing the participant’s future 

i plans. Fifteen to twenty minutes, in most eases, should be adequate for 
I processing termination. 

I 

! Therapist's Feedback to the Group Members 

i 

1 

j During termiiiation, the therapist should model how to give positive feedback 
j and how^ to provide suggestions for eontinued change. The therapist’s 
j feedback to the group members should be brief and nonjudgmental and 
I should project a positive view^ of the future. It may include references to 
I participants’ progress tow^'lrd stated goals, as well as any contributions 
j group members may have made to the success of a peer or the group as 
j a wiiole. The therapist may use this as an opportunity to suggest future 
j changes and identify areas needing further development. Group members 
{ should be urged to build on their aceornplishments during group and to 
continue jnaking positive changes iji their lives. 

Feedback Among Group Members 

Group rnejiibers have shared many experiences and discussed intijiiate 
I aspects of ojie another’s lives. They are able to provide valuable feedback oji 
j one another’s progress and areas needing additional attention. This structured 
j activity for providing feedback is the final opportunity to interact with one 
j another and is an appropriate conclusion to the group’s wx)rk together, 
j Participants should be encouraged to be supportive and focus on positive 
I achievements. 

Group Feedback to the Therapist 

j Group members should also be encouraged to provide positive and negative 
j comments regarding their group experience to the therapist. This feedl>aek 
j should include recommendations for improving groups, as w'ell as comments 
j on the therapist’s style. Because participants are less accustomed to this 
I role, they may need prompting and reminding about using the coping skills 
j learned in the group (e.g., being assertive rather than aggressive or passive; 

I j^b'^ng eonstruetive rather than destruetive criticism). The therapist can ask 
j group members about experiences that were especially helpful or meaning- 
j fill and can get theii* reactions to the assigned Real Life Practice Exercises. 
The therapist can elicit eonunents about his or her performance as a group 
leader (e.g., the degree to w'hieh he or she w^as helpful, his or her openness 
j to suggestions). Most participants will use this opportunity to 





r'r\ 



The Motivational Enhancement Therapy and Cognitive Behavioral Therapy Supplement: 7 Sessions 



I provide r^ppropriate and useful information. In rare instances, a client will 
j abuse this opportunity. Howover, prompt, assertho inteiwention can turn 
j destructive criticism into an oi:)i:)ortunitv to model important skills to the 
I group. 

! 

I Goodbyes 

\ 

\ 

1 Allow plenty of time for grouj:) members to say goodbye. This process will 

I undoubtedly have already begun during the feedback phase of this session. 
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Here are some ways to manage thoughts about marijuana use: 

• Challenge your thought. Do you really need to get high? Can you have 
fun without smoking a joint? 

“ Think of the benefits of not using drugs. This might include increased 
self- esteem, greater self-control, better health, improved memory, thinking 
more clearly, staying out of legal trouble, and/or not disappointing friends 
and relatives. 

• Remember negative drug experiences or problems you have had as a 
result of getting high. These might include arrests, family problems, poor 
grades, or paranoia. 

• Distract yourself with other thoughts. Think of something besides marijuana. 

• Reinforce your successes. Think about how long ago you quit, how you 
got involved in treatment, and why you have stayed in treatment 

• Focus on the positive. Think of the benefits you gain from not using. 

• Use photographs of people who will be disappointed if you relapse. 

• Delay your decision to use. If nothing else is working, then look at your 
watch and put off the decision to use for 30 minutes or more. 

• Leave or change the situation. If a place or activity makes you think 
about using marijuana, go somewhere else or try a different activity. 

• Call someone, and try to talk it out. This person may be able to help you 
clarify your thoughts or distract you. 
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Session 12 

Real Life Practice Exercise for Managing 
Thoughts About Marijuana 




One way to cope with thoughts about marijuana is to remind yourself of the 
benefits of not using and of the negative effects that marijuana has had on 
your life. Make a list of these reminders on this sheet. Then copy this list 
onto a pocket-sized index card. Read the card whenever you have a craving 
to smoke marijuana. 

Benefits of not using marijuana: 



Negative effects of using marijuana: 



High-risk situations that will tempt me to get high: 






Ptirt IV: Sources 



I Sources for Sessions 6-12 

i 

j 

j Session 6, Problem Solving: Mr:itenal was adapted from the following sources: 

I Prol)lem-Solving Approach 

I 

I ® Dennis, M. L., Fairbank, J. A., Bonito, A. J., Rourke, K. M., Karuntzos, 

I G. T., Roland, E. J., Gaddell, J. M., Woods, M. G., Radial, J. V., Bossert, 

i K. E., & Burks, M. E. (J,995). Individual substance abuse coimsdmg 

\ (ISAC) manual. Bloomington, IL: Chestnut Health Systems, Lighthouse 
I Institute Publications. 

I 

i 

j • D'Zurilki, T., & Goldfried, M. (1971). Problem-sohing and behavioral 
j modification. Jounuxl of Abrionnal Psychology, 78, 107-126. Copyright © 
j 1971 by the American Psychological Association. Adapted with permission, 
i 

I ^ 

I Reminder Sheet for Problem Solving and Real Life Practice Exercise for 
I Pioblem SolviJig handouts 

j • Monti, P. M., Abrams, D. B., Kadden, R. M., & Cooney, N. L. (1989). 

I Treating alcohol dependence: /\ coping skills trainnig guide. New^ York: 
j The Guilford Press. Copyright © 1989 by The Guilford Press. 

I 

I Session 7, iVnger Aw^areness: Material was adapted from the following 
j sources: 

i 

Cognitive-Behavioral Model of .Miger 

• Monti, P. M., Abrams, D. B., Kadden, R. M., & Cooney^ N. L. (1989). 
Treating alcohol dependence: A coping skills trai:}m]g guide. New- York: 
The Guilford Press. Copyright © 1989 by The Guilford Press. 

Rek'Lxation Training 

I ® Monti, P. M., Abrams, D. B., Kadden, R. M., & Cooney, N. L. (1989). 

I Treatmg alcohol dependence: A coping skills trainmg grade. New^ York: 
The Guilford Press. Gop>right © 1989 by The Guilford Press. 

• Steinberg, K., Carroll, K., Roffnian, R., & Kadden, R. (1997). A/a?7)uana 

j treatment project: Clinical rnanual (unpublished). 

I 

! Anger Triggers Aetivitv Sheets 

! 

J 

! • Auerbach, S. (1997). Clean and coping mamial (unpublished). 

I • Clarke, G., Lewinsohn, P., &. Hops, H. (1 990). Leader's manual for 
I adolescent groups: Adolescent coping tcith depression course. Eugene, 

1 OR; Gastaglia Publishing Gonipany. 
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Session 8, Anger Management: Material was adapted from the following 
source: 

Rationale, Reminder Sheet, and Real Life Practice Exercise 

« Monti, P. M., Abrams, D. B., Kadden, R. M., & Cooney, N. L. (1989). 
Treating alcohol (lependence: /\ coping skills training guide. New York: 
The Guilford Press. Copyright © 1989 by The Guilford Press. 

Session 9, Effective Communication: Material was adapted from the 
following sources: 

Active Listening 

® Clarke, G., Lewinsohn, P., & Hops, IT. (1990). lAiader^s rnamialfor 
adolescent groups: Adolescent coping with depression course. Eugene, 
OR: Castaglia Publishing Company. 

• Auerbach, S. (1997). Clean and coping manual (unpublished). 

Skill Guidelines, Receiving Criticism Rationale, 'I\pes of Criticism, and Real 
Life Practice Exercise 

• Monti, P. M., Abrams, D. B., Kadden, R. M., & Cooney, N. L. (1989). 
Treating alcohol dependence: A coping sskilLs trairmig guide. New York: 
Guilford Press. CopvTight © 1989 by The Guilford Press. 

Session 10, Coping With Cravings and Urges To Use Marijuana: Material 
was adapted from the following sourees: 

Rationale, Reminder Sheet, Coping With (Cravings Activity Sheet, and Real 
Life Practice Exercise 

• Kadden, R. M., Carroll, K., Donovan, D., Cooney, N., Monti, P., Abrams, 
D., Litt, M., & Hester, R. (Eds.) (J992). Cognitwe4)eliarcm^^ 

skills manual: A clinical research guide for therapists treating individuals 
with alcohol abuse and dependence^ Roekville, MD: National Institute on 
Alcohol Abuse and Alcoholism. 

Learning New Coping Strategies 

• Steinberg, K., Carrol, K., Roffman, R., & Kadden, R. (1997). Manfuana 
treatment project: Clinical manual (unpul)lished). 

Session 11, Depression Management: Material was adapted from the 
following sourees: 

Rationale, Cognitive Thinking Errors, Reminder Sheet, and Real Lite 
Practice Exercises 
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Kacklen, R. M., Carroll, K., Donovan, D., Cooney, N., Monti, P., Abrams, 
D., Lite, M., & Hester, R. (Eds.) (1992). CjOgmtwe4)ehavior^^^^ coping 
skills manual: A clinical research guide for therapists treating indiv^iduals 
with alcohol abuse and dependence. Rockville, MD: National Institute on 
Alcohol Abuse and Alcoholism. 

Session Activity Sheet and Session Activity 

• Auerbach, S. (1997). CJean and cophig manual (impublished). 

Session 12, Managing Thoughts About Marijuana: Material was adapted 
from the following sources: 

Rationale, Skill Guidelines, Reminder Sheet, Real Life Practice, and 
Tennination 

• Monti, P. M., Abrams, D. B., Kadden, R. M., & Cooney, N. L. (1989). 
Ti^eating alcohol dependence: A coping skills training guide. New York: 
The Guilford Press. Copyright © 1989 by The Guilford Press. 



• Kadden, R. M., Carroll, K., Donovan, D., Cooney, N., Monti, P., Abrams, 
D., Litt, M., & Hester, R. (Eds.) (1992). Cognitive-beharcioral coping 
skills manual: A clinical research guide for therapists treating mdividiials 
with alcohol abuse and dependence. Roclmlle, MD: National Institute on 
Alcohol Abuse and Alcoholism. 
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Adolescent comniunity reinforcement approach: A treatment approaeli 
that includes indmdu<'il sessions with the adolescent or his or her concerned 
others or both. Clients learn alternative skills to cope with problems and 
meet needs; the adolescent's environment is emphasized. 

Affectiv'c nimiageinent: The ability to modulate intense emotions by attending 
to the thou^^hts and eireunistaiiees that maintain them. 

Aggressive: A state or an attitude eharaeterized by aggression or 
aggressiveness; a tendeney to press one’s ovv^n interests or ideas despite 
opposition. 

Amotiv^ational svmdrome: A condition eharaeterized by apathy, decreased 
attention span, poor judgment, diminished capacity to earn- out long-term 
plans, social vvlthdravv^al, and a preoeeupation with acquiring marijumia. The 
condition is often attributed to heavy cannabis use and has been obsenod 
in adolescents. 

Assertive: A state or an attitude characterized by boldness or confidence. 

Attention deficit/hvperactivity disorder: A neurologically based disorder 
that occurs in both adults and children vvlio hav^e significant problems with 
inattention, impulsivlty, hvperactivlty, and boredom. 

Automatic negative thoughts: Ideas or thoughts that are not conducive to 
positive change; a svinptom of depression. 

Avvfulizing: Taking something small and exaggerating it. 

Catastrophizing: Exaggerating a small event (''Since IVe already relapsed 
twice, ril never be able to stay clean or soIk'i*.”). 

Cognitive behavioral therapy: An approach to treatment that focuses on 
the elieiiris thoughts, feelings, and behaviors associated with substance use. 

Counterattack: A challenge to a statement or idea. 

Direct triggers: A direct verbal or nonverbal attack (e.g., physical attack, 
obscene gesture, unfair treatmeiit) or frustration resulting from being 
unal)le to get something. 

Disclosure: Shared information. 

Dissonance conflict: The discomfort experienced by an individual vvlien 
confronted with his or her professed desire to abstain from continued 
substance use. 

Either/or thinking: Seeing things in black and vvliite, with no in-betw-een 
('Tm either a loser or a winner; Pm either bad or good.’’). 
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\ Emotional identification: A subcomponent of affective nianagement; the 
j act of detecting, interpreting, and feeling cues accurately. 

I Emotional management: A subeoniponent of affective managemeiit; the 
I process of checking escalating anger or depression so that the individual 
{ can focus energy on solving problems. 

I 

} 

\ Family support network: A family-focused treatment approach designed to 
I improve parenting skills and increase family cohesion, closeness, and 
j parental support. 

i 

i Gateway phenomenon: A developmental perspective on substance abuse 
1 that assumes that die use of less harmful substances (e.g., alcohol, marijuana, 
tobacco) raises the risk for subsequent use of more harmful substances 
j (e.g., cocaine, heroin), 
i 

i Indirect triggers: Seeing an attack on someone else or being aware of one's 
! thoughts and feelings about a situation (e.g., feeling that one is being 
j blamed, thinking that someone is disappointed in you, feeling that people 
I expect too much from vou). 

I 

I 

j Magnifying; Blowing negative events out of proportion (“This is the worst 
I thing that could happen to me.'’)- 

I 

I 

I Mindreading: Assuming what other people are thinking (“My mom is mad 
j at me because she thinks I’m getting high again.”). 

I 

! Minimizing; Ignoring the positive factors (‘'Aeing that test was no big 
j deal.”) or overlooking the negative factors of a situation (''Copping pot in 
a dangerous neighborhood is not a problem because nothing really bad 
happened.”). 

Motivational enhancement therapy: An approach to treatment that focuses 
and builds a client’s intrinsic motivation to abstmn from or reduce umvanted 
! behavior. 

Motivational intenlewlng: An interview technique in which the therapist 
reinforces indications of motivation to change and explores ambivalence 
1 that may pose a significant barrier to abstinence. Reinforcement is 
j aeeomplished by exploring a participant’s reasons for seeking treatment, 
j prior treatment episodes, previous attempts to quit, treatment goals, and 

j perceptions of sel f-effieaey. 

) 

i 

j Multidimensional family therapy: A family-focused treatment that requires 
j therapists to work individually with adolescents and their families in 12 
I weekly sessions. 

! Overgeiieralizing: Thinking that if something happens once, it will happen 

} ever\^ time (‘Tm never going to be able to quit smoking pot. I always screw 

! up.”). 

I 

I 

I 

I 



I 

I 

i 

I 

I 

I 

I 
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V: Glossary of Terms 



Passive: A state or an attitude characterized by rest or inactivity. A person 
with this attitude makes no effort to control the course of events. 

Passive-aggressive: A state or an attitude characterized by a lack of genuine 
independence. A person with this attitude reacts to difficulties either by 
indeeisiveness and clinging to others for hel]) or by irritability, temper 
tantrums, and destructiveness or obstructionism. 

j 

! Personalized feedback report (PPR): A form that presents questions to 
i gatlier client information for intake assessment instruments. A completed 
1 PFR highlights the adoleseent's iiroblems and eoneerns related to marijuana 
I use and can be used to compare his or her marijuana use with national 

i a dol eseent n o r m s . 

I 

j 

I Personalizing: A thinking error characteristic of depressed thoughts, such 
I as thinking all situations and events rev-olve around oneself (''Eveiyone w-as 
j looking at me and w'ondering w^hy 1 wns there. 1 know' they must have been 
j talking about me.’’). 

I ' 

j Positive outcome expectancy: A heightened belief in the benefit ot using 

1 drugs. 

i 

I 

I Rephrjise: To rewx)rd. 

j 

j Self-attribution: /Vscriliing an outcome to oneself as opposed to environmental 
i circumstances. 

1 

j Self-blaming: Blaming oneself rather than identifying speeifie behaviors 
j that ean be changed. 

I Self-efficacv: An individuals confidence in his or her ability to abstain from 

I 

j umvanted behaviors. 

I 

I 

j Self-talk: A coping res]:)onse to temporarily distract oneself and check one’s 
i reactive emotions. 

I 

I 

Skill guidelines: Techniques for pm'ticipants to follow^ wdien they need a coping 
res]:>onse to reduce the likelihood of future marijuana use. The key to engaging 
adolescents is to make the guidelines “come ali\e” through examples and 
clearly explain their relevance in participants’ lives. The posters in appendix 
I 1 highlight the skill guidelines taught in each group session. 

I 

! Tension relaxation exercise/progressive relaxation/deej) muscle rehLxation: 

I Procedures that involve tensing and relaxing different niusele groups to 
j identify feelings of tension and replace them with feelings of relaxation. 

j Thought changing: A relapse prevention technique w^hereby a participant 

j can act to resist addictive behavior. 

1 



Triggers: Thoughts, feelings, or events that cause an urge or craving to use 
marijuana. 
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Cognitive Behaviorai Therapy 



Group Mission: To learn and practice coping skills 
that will help you identify triggers and beliefs, manage 
moods and emotions, strengthen self-esteem, 
improve relationships, and maintain abstinence 
from substance abuse and other high-risk behaviors. 

Assumption #1: We all have problems getting along 
with other people and handling our moods and 
feelings. 

Assumption #2: Problems in getting along with other 
people and trouble managing feelings often set the 
stage for drug use. Marijuana use often occurs in 
high-risk situations such as feeling frustrated with 
someone, being offered a joint at a party, or feeling 
depressed, angry, sad, or lonely. 

Therefore: The goal of this group is to teach skills 
that you can use to cope with your own high-risk 
situations. We will focus on ways to handle difficult 
situations with other people more effectively and 
teach ways to handle feelings and moods that may 
be difficult for you. 



Group Therapy Ground Dules 

1. Do not come to a session if you are high or drunk. 

2. Maintain confidentiality— in other words, “What’s said here, 
stays here.” 

3. Work on maintaining abstinence. 

4. Attend every session or cancel in advance. 

5. Show up on time. 

6. Do not leave the group without permission. 

7. Complete all Real Life Practice Exercises. 

8. Do not wear clothing that has symbols of gangs or drugs or 
revealing clothing. Do not bring electronic equipment or 
other distractions. 

9. Listen to one another; one person speaks at a time without 
being interrupted. 

10. Take responsibility for yourself. Own your behavior. Use “I” 
statements. 

11. Do not tell war stories about drug use or gang involvement. 

12. Do not use verbal abuse, threatening words, or threatening 
behavior. 



13. Verbalize your commitment to abstinence and sobriety. 
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Session 6 
Problem Solving 




Rationale 

• Problems are a part of everyday life. A situation 
becomes a problem it there is no immediate 
ettective way tor a person to handle it. 

• Coming up with an ettective solution requires 
that you slow down and check out the situation 
so you can decide what will work best tor you. 
You have to Stop and Think! 



Skill Guidelines 

1 . Recognize that a problem exists. Is there a 
problem? 

2. Identify the problem. Stop and think. What is the 
problem? 

3. Come up with solutions. What can I do? Think 
ahead. What are the consequences ot each 
solution? 

4. Make a decision. Do it. 

5. Evaluate the outcome. Did this work tor me? 
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Session 7 
Anger Awareness 





Rationale 

Anger is a normal human emotion. However, there is a difference between 
anger as a feeling and the negative consequences of anger, such as 
aggression, impulsivity, and passivity. 

TRIGGER ' » ' ANGRY ^ BEHAVIOR 

THOUGHTS 

Everyone has different ways of communicating his or her anger toward 
other people. The way you handle anger can have either constructive or 
destructive effects. 

Destructive: Aggressive, passive, passive-aggressive 
Constructive: Assertive 

Skill Guidelines 

Become more aware of situations that trigger anger: 

- Direct - Indirect 

Become more aware of internal reactions to anger: 

- Feelings - Sleep problems 

- Physical reactions - Fatigue or depression 

- Mix of physical reactions and feelings 
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Session 8 

Anffer Mnnnffement 



Rationale 

Anger is caused by thoughts and beliefs about a particular 
situation. 



Most people think that: Events 






(A) 


(C) 




When really it is: Events 


— •‘Thoughts 




(A) 


(B) 


(C) 


Skill Guidelines 







1. Calm down. 

Chill out. 

2. THINK about the situation. 
Collect your thoughts. 

3. THINK through your options. 
Choose the best action. 

4. Let it go (if anger is unresolved). 
Change the way you think. 



CONGRATULATE YOURSELF! 



SeSSION 9 

SffECTIVE COMMUNICATION 
AND DECEIVINO CltlTICISM 



RATIONALE 

• CmtCAL STATEMENTS AUE ENCOUNTEREV IN EVERYVAY LIFE. 

• CRITICISM APPROPRIATELY PROVIVES US WITH A CHANCE TO LEARN 
THINGS ABOUT OURSELVES ANV ABOUT HOW OUR BEHAVIOR AFFECTS 
OTHER PEOPLE. 

TWO TYPES OF CRITICISM; 

1. CONSTRUCTIVE: VIRECTED AT THE BEHAVIOR, NOT AT THE PERSON 

PEOPLE CAN CHANGE THEIR BEHAVIOR 

2. VESTRUCTIVE: FOCUSES ON THE PERSON RATHER THAN THE BEHAVIOR 

SKILL GUIOELINES 

• VON'T GET VEFENSIVE, D0N7 ARGUE, VON'T TRY TO GET BACK AT THE 
OTHER PERSON. 

• ASK QUESTIONS IF YOU VON'T UNVERSTANV THE CRITICISM. 

• FINV SOMETHING TO AGREE WITH ABOUT THE CRITICISM. 

• PROPOSE A COMPROMISE. 

• REJECT UNFAIR CRITICISM. 

CmiCISM ftFLATSD TO SUSSTANCS ABUSE; 

• ACCUSATIONS OR INQUIRIES ABOUT VRUG USE 

• A FOCUS ON PAST EVENTS OR PAST NEGATIVE CONSEQUENCES 

• AN ISSUE MAVE OF OTHER BEHAVIORS RELATEV TO PAST MARIJUANA USE 
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Coping With Urges and Cravings g 
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To Use Marijuana 



Rotionale 

° A craving may be an uncomfortable experience, but it is 
common and does not mean something is wrong. 

® Urges and cravings can be triggered by things you see in 
the environment or by situations that remind you of using 
marijuana. 

® Urges and cravings usually last only a few minutes or at 
most a few hours; they usually peak and then die down, 
like a wave. Learning coping skills helps reduce how often 
and how intensely you experience an urge. 

Skill Guidelines 
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® Recognize triggers (seeing someone getting high, drinking, 
or using other drugs; being around friends or family who 
drink or use drugs; and experiencing negative feelings). 

® Avoid /decrease exposure. Limit how often you will have to 
be in these high-risk situations. 

® Distract yourself. Entertain yourself with another activity. 

® Talk it through with a family member or friend when you 
want to get high or drunk. 



o 

ERIC 



122 



Session 11 

Depf-ession Mgn^^ement 



® Negative moods and depression are common 
during recovery. They may be due to the linger- 
ing effects of drugs in your body or because of 
problems caused by your drug or alcohol use. 
Although depression usually gets better with 
abstinence, some people still feel depressed for 
a while. 

® Depression can lead to relapse if you do not 
learn to manage negative feelings in a more 
productive way. 

Skill Guideliries 

Change How You Think! The Three M's 

^ (Become) AWARE of negative thinking. 

S ANSWER negative thoughts. 

^ ACT on new thoughts. 



123 



I Session 12 1 

Managing Thoughts About Marijuana 



® Learn to identify thoughts and feelings that 
lead to marijuana use. 

® Learn how to catch yourself before you slip. 

Skill Gyidelines 

Mere are some ways to manage your thoughts: 

1. Challenge them. 

2. List benefits of NOT using. 

3. List negative experiences with using. 

4. Distract yourself. 

5. Reward yourself. 

6. Delay your decision to get high. 

7. Leave or change the situation. 

8. Call someone. 
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MET/CBT5 + CBT7 Treatment Flan 



Par tici pan t Thera pist 



Date 


Session Delivered 


Clinical Note 




Session 1: Motivation 
Building 






Session 2: Goal Setting 






Session 3: Marijuana 
Refusal Skills 






Session 4: Enhaneing the 
Soeial Support Network 
and Inereasing Pleasant 
Activities 






Session 5: Planning for 
Emergencies and Coping 
With Relapse 






Session 6: Problem Solving 






Session 7: y\jiger Awareness 






Session 8: Anger Manageinent 






Session 9: Effective 
Comm unication 






Session 10: Coping With Cravings 
and Urges To Use Marijuana 






Session 11: Depression 
Management 






Session 1.2: Managing Thoughts 
About Marijuana 





Therapist Self-Rating Form 
MF:T/GBT5 + GBT7 Therapist Group Session Report 



Instructions 

• Provide identifying information at the beginning of the form. 

• For eaeh question, circle the number of the appropriate response and, 
when asked, write in a response on the lines provided. 

• ^\^len responding to specific items, refer to the following response set: 

1. not at all: The inten’ention was not delivered in that session. 

2. a little: The iiiter\'ention was presented but only brietly mentioned 
and not covered in depth or with great frequency. 

3. somewhat: The inteiwention was presented with some frequency but 
not covered in depth. 

4. considerably: The inteiwention was presented frequently and in depth 
and w’as covered in great detail. 

5. extensively: The inten^ention clearly dominated the session. 

In general, most inten'entions should be rated 2 or 3; ratings of 4 or 5 
should be comparatively rare and used only when a particular inten-ention 
truly characterized the bulk of a session. i\ny significant clinical information 
relevant to the session should be documented in the additional notes section. 



Inteiwention used (circle) 



1 = MET/GBT5 

2 = MET/GBT5 + CBT7 

3 = MET/CBT5 + CBT7 + FSN 



Makeup Session 

Number of Participants 

Date and time of next scheduled session: _ 

1) What topic W'as covered in this session? 

6 = GBT6, Problem Solving 

7 = GBT7, Anger Aw'areness 

8 = CBT8, Anger Management 

9 = GBT9, Effective Communication 

10 = GBTIO, Coping With Cravings and Urges To Use Marijuana 

11 = CBTll, Depression Management 

12 — CBT12, Managing Thoughts About Marijiiana 

A) If this W’as session 6 (GBT6), did you also cover the topic of problem 
recognition? 

1 = Yes 

2 = No 

B) If this w-as session 7 (CBT7), did you also cover the topic of 
rehuxation training? 

1 = Yes 

2 = No. 



Participants 



Therapist_ 

Date 

Session # 
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G) If this was vsession 9 (GBT9), did you roleplay both appropriate and 
inappropriate responses to reeehlng criticism? 

1 - Yes 

2 - No 



D) If this was session 10 (GBTIO), did you have participants complete a 
small card on which they listed the benefits of not using marijuana 
and negative consequences of marijuana use? 

1 = Yes 

2 - No 

E) If this was session 1.2 (GBT12), did you spend time addressing 
termination issues (i.e., encourage participants to discuss their 
feelings or thoughts about treatment completion)? 

1 - \es 

2 = No 

2) To what extent did you assess the participants’ use of niarijuana or 
other substances since the last session? 



1 2 3 4 3 

not at all a little somewhat considerably extensively 

3) In your opinion, sliould any of the participants be considered for removal 
from treatment due to clinical deterioration? 

1 = Yes If yes, list partieipants: 

2 = No If yes, why? 

4) To what extent did you diseuss or address the partieipants' current com- 
mitment to abstinence? 

1 2 3 4 3 

not at all a little somewhat considerably extensively 

5) To what extent did you attempt to elicit self-motivational statements 
from the participants? 



3 2 3 4 3 

not at all a little somewhat considerably extensively 



6) To wIku extent did you attempt to focus on the participants' 
ambivalence about changing their level of marijuana use? 

1 2 3 4 3 

not at all a little somewhat considerably extensively 

7) To what extent did you eneourage the partieipants to malvC a commitment 
to changing their marijuana use? 



1 2 3 4 5 

not at all a little somewhat considerably extensively 
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8) To what extent did yon diwscuss any high-risk situations the particip:mts 
encountered since the last session and explore any coping skills used? 

1 2 3 4 5 

not at all a little somewhat considerably extensively 

9) To what extent did you teach, model, rehearse, review', or discuss specific 
skills (e.g., marijuana refusal skills, eiihaiieiiig one’s social support 
network, or planning for eniergeneies and coping with relapse) during 
the session? 

1 2 3 4 5 

not at all a little somewhat considerably extensively 

10) Did yon do a rolephiy? 

1 = Yes 

2 = No 

11) To what extent did yon encourage the participants to anticipate any 
high-risk situations that might be eneoniitered before the next session 
and formulate appropriate coping strategies for such situations? 

1 2 3 4 5 

not at all a little somewhat considerably extensively 

12) To what extent did you develop one or more specific assignments for 
the participants to engage in between sessions? 

1 2 3 4 5 

not at all a little somewhat considerably extensively 

13) To what extent did you review the participants' reactions to last 
session's assignment? 



1 2 3 4 3 

not at all a little somewhat considerably extensively 



14) To what extent did you provide one or more specific assignments for 
the participants to engage in between sessions? 

1 2 3 4 3 

not at all a little somewhat considerably extensiv'ely 

13) To what extent did yon emphasize the importance of real life practice 
of skills betw'cen sessions? 

1 2 3 4 3 

not at all a little somewhat considerably extensiv^ely 
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16) To what extent did you attempt to keep the session focused on 
prescril)ed aetivities (by redireetiiig dialog when it strayed off task 
or organizing the session so defined aetivities were eovered)? 

1 2 3 4 5 

not at all a little somewhat eonsiderabh' extensively 

17) To what extent did you communicate understanding of the participants’ 
eoncerns through reflective listening and eomments? 

1 2 3 4 5 

not at all a little somewhat eonsiderably extensively 

18) To what extent did you respond to the participants with empathy, 
vv'jirmth, and acceptance? 

:i 2 3 4 5 

not at all a little somewhat eonsiderably extensively 

19) To what extent did you discuss the availability and nature of family 
support for the participants’ efforts in treatment? 

1 2 3 4 5 

not at all a little somewhat considerably extensively 

20) To what extent did you discuss termination of the therapy (review the 
timing of termination, encourage participants to discuss their feelings 
or thoughts about termination)? 

1 2 3 4 5 

not at all a little somew'hat considerably extensively 

Additional Notes: , 



Signature 



Date 
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Recommended Certification Guidelines 
Criteria for Certification of CBT7 Therapists 

Prior to being considered for eertifieatioii of their eompetency in CBT7 
treatment, therapists must have 

® Obtained eertifieation in MET/GBT5 

• Competently delivered each of the following sessions: 



Session 10: Coping With Cravings mid Urges To Use Marijuana 

and 

Session 12: Managing Thoughts About Marijuana 

* Competently delix-ered at least one of the following sessions: 

Session 6: Problem Sohirig 

or 

Session 9: EffeetiNC Comnmnieation 



• Competently delivered at least one of the following sessions: 

Session 7: iVnger Awareness 

or 

Session 8: Anger Management 

or 

Session 11: Depression Management 



Sessions should be audiotaped or videotaped and then reviewed by supenisors. 
Therapists must have obtained a skill rating of at least four (“adequate") on 
the five-point Likert seale on most (i.e., 75 pereent) of the skills assessed in 
eaeh of the four sessions delivered. For therapists to obtain certification, no 
more than a few* skills (i.e., 25 pereent) delivered in a particular session 
may reeeive a rating of less than four. 

If a therapist is not eertified to deliver a particular session, only that session 
must be reassessed until the therapist is eligible for eertifieation in CBT7 
treatment. After therapists have been eertified in MET/CBT5 -f CBT7, their 
super\'isors are encouraged to oeeasionally review the audiota]:)es or 
videotapes to ensure continuing quality. 



O 

ERIC 
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Supervisory Rating Form 

MET/CBT5 + CBT7: Supervisory Group Session Report 
Instructions 

Follow the same instructions as those given for the Therapist Self-Rating 
Form. In addition, complete the sidll-level seetion according to the following 
rating guidelines: 

1. not done: The inteivention was not delivered in that session. 

2. poor: The inten-ention was presented but delivered with little therapeutie 
sidll or eompetenoe. 

3. fair: The inten-ention was delivered witli some therapeutie skill or 
eonipetenee. 

4. adequate: The inten’ention was delivered with reasonable elinieal skill or 
eonipetenee. 

5. w^ll: The inteivention w^as delivered well, with sufficient elinieal skill or 
eompetenee. 



1 == MET/CBT3 

2 = MET/CBT5 + CBT7 

3 = MET/CBT5 + CBT7 + FSN 



Makeup Session 
Number of Participants 



1) \\diat topic w^as covered in this session? 

6 = CBT6, Problem Solving 

7 = GBT7, Anger Awareness 

8 = CBTS, Anger Management 

9 = CBT9, Effective Communication 

10 = GBTIO, Goping With Cravings and Urges To Use Marijuana 

11 = CBTll, Depression Management 

12 = GBT12, Managing Thoughts About Marijuana 

A) If this was session 6 (GBT6), did the therapist also cover the topic of 
problem recognition? 

1 = Yes 

2 = No 

B) If this \yas session 7 (GBT7), did the therapist cover the topic of 
relaxation training with the group participants? 

1 = Yes 

2 = No 

G) If this was session 9 (CBT 9), did the therapist roleplay both 
appropriate and inap]iropriate responses to receiving criticism? 

1 = Yes 

2 = No 



Partieipants_ 



Therapist_ 

Date 



Session # 
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D) If this was session 10 (CBTIO), did the therapist have participants 
complete a small card on which they listed the benefits of not using 
marijuana and negative consequences of niarijuana use? 

1 = Yes 

2 = No 

E) If this was session 12 (CBT12), did the therapist spend time processing 
termination issues (i.e., encourage participants to discuss their 
feelings or thoughts about treatment completion)? 

1 = Yes ” 

2 = No 

2) To what extent did the therapist assess the participants' use of marijuana 
or other substances since the last session? 



:i 


2 


3 


4 


5 


not at ^ill 


a little 


somewhat 


considerably 


exteJisively 


Skill Level: 


1 


9 


3 


4 


5 


not done 


poor 


fair 


adequate 


well 



3) In your opinion, should any of the participants be considered foi* removal 
from treatment due to clinical deterioration? 

1 = Yes If yes, list participants: 

2 = No If yes, why? 

4) To what extent did the therapist discuss or address the participants' 
current commitment to abstinence? 



J 


9 


3 


4 


5 


not at all 


a little 


somewhat 


considerably 


extensively 


Skill Level: 


1 


9 


3 


4 


5 


not done 


poor 


fair 


adequate 


well 



5) To what extent did the therapist attempt to elicit self-motivational 
statements from the participants? 



] 


9 


3 


4 


5 


not at all 


a little 


somewhat 


considerably 


extensi\ely 


Skill Level: 










} 


a 


3 


4 


5 


not done 


poor 


fair 


adequate 


well 
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6) To what extent did the therapist attempt to focus on the participants’ 



ambivdence about climigiiig their lev^l of 


marijuana use? 




] 2 

not at all a little 


3 

somewhat 


4 

considerably 


5 

extensively 


Skill Level: 








:i 2 

not done poor 


3 

fair 


4 

adequate 


5 

well 


7) To what extent did the therapist encourage the participants 
coimnitment to changing their marijuana use? 


to make a 


.1 2 

not at all a little 


3 

somewhat 


considerably 


5 

extensively 


Skill Level: 








\ 2 

not done poor 


3 

fair 


4 

adequate 


5 

Nvell 


8) To what extent did the therapist diseuss any high-risk situations the 
prirticipants encountered since the last session and explore any coping 
skills used? 


1 2 

not at all a little 


3 

somewhat 


considerably 


5 

extensively 


Skill Level: 








1 2 


3 


4 


5 


not done poor 


fair 


adequate 


well 


9) To what extent did the therapist teach, model, rehearse, review, or 
diseuss specific skills (e.g., marijuana refusal skills, enhancing soeird 
support, or planning for emergencies and eoping with relapse) during 
the session? 


1 2 


3 


4 


5 


not at all a little 


somewhat 


considerably 


extensively 


Skill Level: 








1 2 


3 


4 


5 



not done poor fair adequate well 



10) Did the therapist do a roleplay? 
;l. = Yes 
2 = No 
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Skill Level: 



.. 2 ... 

poor 



..3.. 

fair 



1 

not done 



4 5 

adequate well 



11) To what extent did the therapist encourage the participants to anticipate 
any high-risk situations that might be eneountered before the next 
session and formulate appropriate coping strategies for such 
situations? 



;i 


2 


3 


4 


5 


not at all 


a little 


somew'hat 


eonsiderably 


extensively 


Skill Level: 


1 


2 


3 


4 


5 


not done 


poor 


fair 


adequate 


well 



12) To what extent did the therapist provide one or more specific 
assignments for the participants to engage in between sessions? 



1 


9 


3 


4 


5 


not at all 


a little 


somewhat 


eonsiderably 


extensively 


Skill Level: 










1 




3 


4 


5 


not done 


poor 


fair 


adequate 


well 


13) To wdiat extent did the therapist review^ 


the participants’ 


reactions to 


last session 


’s assignment? 








1 




3 


4 


5 


not at all 


a little 


somewhat 


eonsiderably 


extensively 


Skill Level: 










1 




3 


4 


S 


not done 


poor 


fair 


adequate 


well 



14) To what extent did the therapist emphasize the importance of real life 
practice of skills between sessions? 



\ 2 .... 

not at all a little 

Skill Level: 

1 

not done 



3 4 5 

somewhat considerably extensiveh' 



well 



2 ... 

poor 



..3.. 

fair 



4 

adequate 



15) To what extent was it difficult for the ther^ipist to engage the group? 



1 


2 


3 


4 


5 


not at all 


a little 


somewhat 


considerably 


extensively 


16) To what extent did the thenipist manage disrujjtions to the group 


process (e.g., using aggresj: 


lion, tellint 


> war stories, using exc' 


cssive 


profanity)? 










:i 


2 


3 


4 


5 


not at all 


a little 


somewhat 


considerably 


extensively 


Skill Level: 










I 


2 


3 


4 


5 


not done 


poor 


fair 


adequate 


well 


17) To what extent did the therapist attempt to keep the session focused 


on prescribed activities (by 


redirecting dialog when it strayed off task 


or organizing the session sc 


1 defined activities were covered)? 




1 


2 


3 




5 


not at all 


a little 


somewhat 


considerably 


extensively 


OKlU LfCrOCi: 

1 




3 


4 


5 


not done 


poor 


fair 


adequate 


well 



18) To what extent did the therapist communicate understanding of the 
participants’ concerns through reflective listening and eornmeiitvS? 

] 2 3 4 5 

not at all a little somewhat considerably extensively 

19) To what extent did the therapist respond to the participants with 
empathy, warmth, and accej>tance? 

1 2 3 4 5 

not at all a little somewhat considerably extensively 

20) To what extent did the therapist discuss the availal)ility and nature of 
family support for the participants’ efforts in treatment? 

1 2 3 4 5 

not at all a little somewhat eonsidcrably extensively 
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21) To what extent did the therapist discuss termination of the therapy 
(re\lew the timing of termination, eneourage participants to discuss 
feelings or thoughts about termination)? 



J 


9 


3 


4 


S 


not jit nil 


a little 


somewhat 


eonsiderably 


extensively 


Skill Level: 


:i 


2 


3 


4 




not done 


poor 


fair 


adequate 


well 



22) Rate the quantity of participation of this group. 
3 = High 

2 = Medium 

1 = Low 

0 = Silent 

23) Rate the qut'dity of participation of this group. 

3 = High 

2 = Medium 

1 = Low 

0 = No quality 

Additional Notes: 



Signature 



Date 
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Appendix 4 



j Abstract 

I 

i 

! Bridging the g^ip l^etween clinical researcli and clinical practice in the 
j treatnieiit of adolescent substance al.)use requires eiiipirically validated 
1 therapies and teclinology transfer strategies that reflect an awareness of the 
I rCtalities and resource constraints of local treatment seivice providers. This 
1 article describes the management of cross-site and eross-inter\'ention 
j clinical issues in the Cannabis Youth Treatinent (CAT) study, a multisite, 

\ randomized, clinical trial of five outpatient therapies. The methods used in 
; the management of such clinical trials could play an important role in 
j elevating the quality of adolescent substance abuse treatment as practiced 
j in the field. This technology involves I) defining and delineating clinically 
I relevant subpopulations of clients, 2) developing research-supported 
j manuals that define the theorv', active ingredients, and procedures of 
I treatment, 3) monitoring therapist adherence to manual-based therapy, 
i 4) monitoring client responses to the procedures as they are implemented, 
i 5) individualizing and refining the deliveiy of these manual-based therapies 
I within the context of clinical supemsion, and 6) conducting rigorous ajid 
j sustained folkmoip to determine the enduring effects of the intenentions. 

I Carroll and her colleagues (1994) detailed the strategies used to implement 
i and to protect the integrity of three manual-based therapies evaluated 
I within Project MfVTCH, a inultisite study of adult alcoholism treatment 
I (Project MATCH Research Group, 1993). This paper takes a similar 
j approach in describing cross-site clinical coordination procedures within 
the Cannabis Youth Treatmejit study, the largest multisite, randomized field 
experiment ever conducted of adolescent substance abuse treatment. More 
specifically, the paper details the common elinicid infrastructure within 
w'^hich these therapies were implemented across the treatment sites. 

It is our collective experience that therapies can fail in the transition from 
efficacy (outcomes under ideal circumstances) to effectiveness (outcomes 
in the real wx)iid of adolescent treatinent), not because of flaw’s in the 
I intenentions themselves, but because of the «al)sence of a sound foundation 
I of clinical management upon wliieh empirically validated inter\cntions are 
I replicated. The construction of stable clinical infrastructures within local 
treatment programs is as important to the future of adolescent treatment 
as the availability of research-validated therapies. 

1 

i 

1 



i 

I 

I 

j 



! 

i 

) 
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j The Cannabis Youth Treatment Study 

! After declining in the ].980s, both licit and illicit drug use among adolescents 
i rose in the 1990s. In 1996, cannabis use by adolescents (8tli, ],0th, and 
j 12th graders) reached its highest peak in 12 years for reported lifetime use, 

I past year use, and past month use (ISR, J.997). As cannabis abuse/ dependence 

j emerged as the leading cause for admission to substance abuse treatment 
I (OAS, 1997), demands increased for research-validated treatments for 
I cannabis-involved adolescents. In response to this need, the Substance 
I Abuse and Mental Health Seniees Administration’s (SAMHSA’s) Center for 
} Substance Abuse Treatment (CSAT) of the U.S. Department of Health and 
i Human Sendees (DHHS) funded the C\T study. 

I 

The CYT study is a multisite, randomized field experiment designed to test 
the efficacy of five promising outpatient treatment inten^entions for 
eannabis-abusing and cannabis-dependent adolescents. Its long-range goal 
I is to provide validated and cost-effective models of inten^ention that can be 
! widely replicated in local treatment agencies across the eountn^ The study 
j sites include Chestnut Health Systems in Madison County, Illinois 
I (CHS-MC); the University of Conneetieut Health Center (UCHC) in 
I Farmington, Conneetieut; Operation PiVR (PMl) in St. Petersburg, Florida; 
j and the Children’s Hospital of Philadelphia (CHOP) in Penns>dvania. The 
I sites represent both academic, research-oriented clinics (IJGHC and CHOP) 
j and community-based adolescent treatment programs (GHS-MC and PAR) 
j (Dennis, Babor, Diamond, Donaldson, Goldley, Tims, et al., 199S; Herrell, 

I Babor, Brantley, Dennis, et. al., 1999). The GIT study provides a test in 
geographically diverse environments of treatments that differ in theoretical 
orientation, deliv-eiyT’ormat and focus, and dose. 

Between June 1998 and Februan^ 1999, 600 adolescents (approximately 
150 per site) meeting the criteria presented in xhQ Diagnostic and 
Statistical Manual of Mental Disorders 4 th Edition-Re^ised (DSM-IV) 
(American Psychiatric Association , 1994) for cannabis abuse or eaimal)is 
dependence were randomly assigned to one of three conditions, with a total 
I of five conditions used across the four sites. The five conditions include: 

I 

I 

I • Motivational Enhancement Therapy/Gognitive Behavioral 

I Therapy — 5 individual/group sessions (MET/CBT5) (Sampl & 

i Kaddeii, 2001) 

I 

j • Motivational Enhancement Therapy/Gognitive Behavioral 

} Therapy — 7 individual/group sessions (MET/CBT5 4* CBT7) 

! (\V"ebb, Seudder, Kamiiier, & Kadden, 2002) 

I 

I • Family Support Network (FSN) (Hamilton, Brantley, Tuns, 

I Angelovieh, & McDougall, 2001) (FSN includes MET/CBT5 4* 

j CBT7 plus enhaneed family supports: home visits, parent 

1 education classes, parent support groups) 

{ 

I 

1 

1 

I 

I 



I 

! 
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® x\dolescent Goniniunity Reinforcement Approach (A(?d^A) (Godley, 
Meyers, Smith, Karvinen, Titus, Godley, Dent, Passetti, & Kelberg, 
20()1) 

® Multidimensional Family Therapy (MBH?) (Liddle, in press). 

At UGHC and PAR, adolescents were assigned to a five-session l:>rief 
intervention (Ty4ET/(]BT5) or to one of two other inten\intions that eoml:)ine 
more extensive individual and group sessions (MET/GBT5 -f GBT7 or FSN'). At 
GHS-MG and GHOP, adolescents were assigned to the five-session brief inter- 
vention (MET/GBT5) or to one of two individual/faniily approaches (AGRiVor 
MDFT). All study participants were assessed at intake and at 3 months, 6 
months, 9 months, and 12 months. Treatment completion rates were in the 
70-percent range, and followup rates through 9 months after treatment 
exceeded 95 percent (Titus et al., 1999; Godley, Diamond, & Liddle, 1999). 

Methodological Challenges 

There were three important challenges in conducting this multisite field 
experiment. The first was to ensure the integrity of each of the interventions 
being tested (Moneher & Prinz, 1991). Following what has been referred to as 
the “technology modeF’ (Garroll et al., 1994; Garroll & Nuro, 1996; Garroll, 
1997), workgroups led by a technical expert in inteiTCJitions and a therapist 
coordinator (TC) responsible for cross-site supenision of that ijitenention 
took the following six steps to enhance its integrity: 

® Defined and rnamialized the active ingrediejits of each therapy, 
includijig the frequeJiey, intejisity, duratioji, ajid secjiiencing, and 
indicated responses to the most connnon problems that occur 
during deliveiy of the intervejition 

• Gondueted 15 to 25 hours of centralized, eompeteney-based 
training for the therapists delivering the interventions and 
followed this by local certification of staff in each intenention 

• Developed a therapist’s skillfulness scale to sene as a cross-site 
measure of general therapeutic competence 

• Developed a senlee contact log to measure therapists’ adherence 
to each of the five intenentions and to document the dosage and 
types of senlees provided to each client 

• Taped and rated sessions for model fidelity (all tapes were rated 
as part of the cross-site supenision by an expert in the 
intenention until each therapist was certified, after which two 
tapes per therapist, per month, were reviewed and rated) 

• Conducted weekly (1-hour onsite or telephone) individual 
supenision and weeldy or bimonthly (60 to 90 minute) cross-site 
group supenision for each intenention. 
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These procedures helped enhance treatment differentiability (the delineation 
of the ingredients mid procedures that distinguished eaeh treatment from 
the other treatments) and treatment adherence (the assuranee that the 
intenentions [jis delivered] maintained fidelity to tlie original mmiual-defined 
proeedures) (Hoffart, 1994). 

A second ehallenge involved controlling extraneous factors that could 
compromise interpretation of the treatment outcomes. To accomplish this, 
every^ effort was made to ensure that all general clinical proeedures, other 
than those involved in the specific therapies, would be handled similarly 
across sites and inteiwentions. This was done to minimize the ability of 
these contextual issues to unduly inlluence the evaluation of the experimental 
inten-entions and was achieved in two ways. First, staff of the G\T 
coordinating center conducted two site visits at eaeh of the four seniee 
deliven’ sites to ensure that each site met baseline standards related to 
arenrLs such as research protxjeol eomplian.ee, accessibility and appropriateness 
of clinical space, clinical supemsion structure, recruitment strategies, 
intake and seniee procedures, confidentiality proeedures, crisis and safety 
net procedures, clinical documentation, data security and storage, and 
followaip proeedures. Second, the TGs for eaeh intervention coordinated 
similar responses to issues that were not part of the specific intenentions in 
monthly conference calls facilitated by the CYT coordinating center. Details 
of this latter process will be described shortly. 

The third challenge was to enhance the external validity of the inteiventions 
(the generalizability of study findings) by ensuring that the inteiwentions 
could be implemented as designed within the resource constraints of 
settings that currently provide the bulk of seniees to drug-involved 
adolescents. It was the goal of the CYT TGs to do everything possible in the 
CAT study to bridge the traditional gap betw'^een efficacy research conducted 
under experimental (ideal) conditions and effectiveness research eojiducted 
in field (real) settings. We w^anted to document the kind of clinical 
infrastnietures and the management of day-to-day clinical issues that 
might need to accompany these unique intenontions if they w^ere to 
achieve comparable results in the field. 

The monthly conference chills among the T(']s for each of the five inteiventions 
and the staff from the CAT coordinating center w-ere particularly helpful in 
facing the latter two of these challenges. The purpose of these meetings 
w-as to define how' sites would manage common clinical issues that wore not 
a unique part of the experimental intenontions but which, if not identified 
and controlled, might corrupt the evaluation of these intenontions. We 
wore eoneerned, for example, that if therapists in one inten’cntion expelled 
adolescents from treatment (and the study) for arriving at a session high, 
while another site either allowed such adolescents to participate or 
rescheduled their sessions, differences in completion rates between these 
sites would reflect not the power or weakness of the intenentions but 
contextual policies unrelated to the active ingredients of each intenention. 

Wluit follow-s is a svmopsis of how common elinicc'il issues were managed 
across the four treatment sites and across the five intenentions being 
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j tested. It is hoped that this discussion will provide researeliers and treatment 
I praetitioiiers alike with insights into the importanee of managing such 
j eontextual influences. The discussion also represents a snapshot of baseline 
j elinical practices in adolescent substance abuse treatment in 1998 and 1999. 

j Issues in Clinical Management and Clinical Care 



j A. Clinical Infrastructure. A rather complex clinical infrastructure was 
I required to effectively manage elinical activities *aci*oss the four treatment 
I organizations and the five treatments in the CAT study. The care tdven in 
! construeting this infrastructure was based on the assumption that there is a 
I close relationship between the quality of clinical supenision and treatment 
! efficacy (Holloway & Neufeldt. 1995). 

I 

I There were three levels of clinical coordination and supenision in the CAT 
i study. First, local elinical supenisors at each senice site coordinated 
j eross-lnten'ention clinical issues and day-to-day clinical problem solving. 

} Second, a therapist coordinator for each of the five inten’entions used in 
I the CAT study provided onsite and cross-site clinical supenision of staff 
j wx)rking in their particular inteneaition. This supenision occurred weekly 
1 during the period in which therapists were being certified and iMrnonthly 
I following staff certification. Third, a TC at the GYT coordinating center 
I facilitated cross-site and cross-inteivention coordination and problem solving. 

I The eenterpieee of this cross-site clinical coordination was a monthly 
I meeting at w4iieh the respective TCs met with the eross-site TC and 
I research coordinator via a conference call to discuss eross-site clinical and 
j research issues. Particular problems or procedural questions emerging from 
j these discussions were sometimes also referred to the CAT cxeeutiNe 
I committee (all of the principal investigators, the C'SAT project officer, and 
i other CSAT staff) for consultation or decision making. The CAT coordinating 
center validated that the eross-site clinical procedures developed through 
these procesvses were in place by conducting two monitoring visits to each 
of the CAT research sites during the course of the study (CYY cooperatwe 
agy'eernent, 1999). 

Many problems and issues (administrative, fiscal, research, elinical, ethical, 
legal) were addressed in this multitiered supertisopy^ structure, but the 
major goals were to meet the methodological challenges noted earlier: 
ensuring the integrity of the intcn’cntions, controlling factors that could 
confound outcomes, and enhancing the generalizability of findings. Several 
j steps w'cre taken to achieve these goals. 



I 

I 



I 



All sites used the same research and senice intake and clinical as.sessment/ 
screening procedures, the same inclusion and exclusion criteria, and the 
same approach to randomization and waiting list management. To mitximize 
transferability of findings to the field, exelusion criteria were limited to 
adolescents 1) who needed a higher level of care than outpatient treatment, 
2) who presented for treatment with confirmed histories of drug dealing or 
violence (particularly predatoiy beha\ior patterns reflecting a high frequency, 
high intensity, and long duration), 3) wiiosc psychiatric comorbidity w^as so 
severe as to render them inappropriate for the C\T intcr\'Cntions, and 
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4) whose primiiiiy drug of choice w^is not e^^llllabis, Although the study 
focused on adolescents with a primarv^ drug choice of cannabis, most 
adolescents entering the GYT study reported using other drugs in addition 
to cannabis. Although abstinence from all alcohol and drug use was a goal 
of the treatments in the C\T study, at admission, adolescents were asked 
to agree to evaluate their drug use and its effects on theniseh^'s and their 
families. Therapists aeross sites and intenentions agreed that many 
adolescents' commitment to abstinence was something that should emerge 
out of the treatment process, not something that should be a precondition 
for entr>' into treatment. 

Mechanisms to enhanee clinical fidelity to the inteiwentions used in the 
study included eentralized training and booster training of elinieal staff 
delivering the inten^eiitions, the videotaping or audiotaping of rill sessions 
followed by the use of self- and supenisor\^-scored adherence measures to 
monitor skillful execution of the inteivention, formal procedures to certify 
each therapist in the intenention, eontinued posteertification tape reviews 
to minimize therapist '‘drift,” and regular cross-site group supcnlsion led 
by an expert in the intei*vention. 

A considerable portion of the monthly meeting of the GYT TGs was aimed 
at ensuring baseline clinical processes and data collection procedures were 
being handled consistently aeross the four sites. There were discussions 
of just about eveiything — from drug testing procedures to appropriate 
responses to clinical deterioration of a study participant. The monthly 
agenda included a site-by-site re\iew of particular issues, such as the status 
of thej-apists' certifications and the quality of communication between 
sister sites (those delivering the same inteiventions), and an opportunity 
to discuss the general pj’oblems ajid issues encountered. Below are vsome of 
the cross-site elinieal issues that were of major concern throughout the 
course of the study. 



B, Stiiff Recriutment, Training, and Retention. Most of the therapists 
working on the CYT project were trained at the niaster\s degree level or 
higher, and most had prior training and experience in addiction treatment. 
The research sites, like the practice field, varied in their use of full-time and 
part-time staff. Most sites felt there were advantages to having full-time 
therapists working on the project because that increased their availability 
I to clients, provided greater flexibility in scheduling, and created a greater 
I degree of personal investment in the project. In general, sites looked for 
j individuals with good clinical skills whose overall clinical orientations were 
I congruent with the intenention they were going to deliver. A particular 
j effort was made to find staff who had a good working knowledge of child 
j and adolescent development — a qualification not often found in those 
j working with ^idoleseent substance abusers (Kaminer, 1994). Staff vv-ere 
I paid salaries that were at or slightly above the geographical norm for 
I addiction therapists. None of the sites experienced any significant problems 
i recruiting qualified staff. 

i 

j In the course of the project, there were a total of 26 full-time and part-time 
I clinical positions at the 4 CYT sites. Nine staff left the CAT project during 
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I this period — two due to cluinges in the eoniinunities seleeted as ser\ice 
I sites and the majority of the others due to a return to sehooh family 
! reloeation, or promotion. The highest turnover rate was among the ease 
I managers. Several things worked to enhanee staff morale and retention on 
j the (^]\T projeet: a eonseious effort to build team eohesion, a knowledge of 
j the potential importanee of the researeh being eondueted, the training and 
j supenision opportunities, the opportunity for eross>site eontaet with peers 
i working on the same inteiwention, and the flexibility of the individual sites 
! regarding seheduling of part-time employees on the project. 
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Although considerable effort is made to ensure that eorulitions in clinical 
trials are equivalent to natural conditions in the field, there are several 
characteristics of clinical trials staff tluit make them somewhat different 
from those in mainstream practice. Staff who seek clinical positions in 
elinie^d trials are not seared away by the limited timeframe of employment 
on such a project, are often attracted by the intense nature of training and 
siipemsion such projects afford, and are not put off by the rigorous 
record-keeping generally required in such projects. 

Strategies used for managing clinical continuity in the face of staff attrition 
included replicating the training that was provided to all therapists at the 
beginning of the GYT project, having a built-in transition/training period 
for entering staff, and using videotaped sessions of the current therapists to 
train new therapists. 



The safety of staff working in the field was enhanced by hiring staff from the 
local community, providing iiiseniee training on safety management and 
access to beepers and cellular phones, and the option of working in teams 
to visit areas that posed higher safety threats. Office-based safety issues 
were addressed by ensuring that other staff were pi*esent while sessions 
were being conducted and by pi*oviding wallde-tidkies or silent alarms to 
signal other staff if assistance was needed. There wei*e no major safety- 
related incidents experienced by the GYT projeet. 

C. Client/Famiiy Recruitment, Engagement, and Retention, The major 
barriers in reeruiting, engaging, and retaining adolescents and their 
families were fairly consistent across the C\T projeet sites: 



® Low adoleseent/parent motivation for treatment involvement 



• The perception that other problems in the family were more 
important than the drug experimentation of one child 

• Parental substanee abuse 

• The parent^il view that smoking marijuana is not that big a deal 
® Failure to attend due to lack of transportation or child care 

• A maritril or relationship breakup during the period of treatment 
imolvement 
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\ • Inconsistent messages from the parents to the adolescent about 

j the importance of involvement in counseling 

j • Relocation of the child during the course of treatment 

I 

j • Parents having given up on efforts to change their child 

! 

I 

I • A general and pen'asive sense of hopelessness about life (felt by 

I both the parents mid the adolescent). 

i 

j Study participants were recruited by direct appeals to youth and parents 
1 tlirough newspaper and radio publie sendee annoiuieements mid strategically 
j placed bulletin board posters. Staff also oriented local youth seiviee 

professionals regmxliiig how referrals eould be made to the program and the 
nature of the various treatments that youth would be reeeiving. These visits 
j and mailings ineluded CYT information ]:)aehets, business cards, ^nid 
1 Rolodex inserts. There w^is some resistajiee to refening clients to the projeet 
! when referral sourees discovered that they eould not control which 
j inten'ention their clients would receive. Some were eoneerned that the 
i five-session inten'ention would not provide an adequate level of sendee. 

I ^\fter some education about the benefits of brief therapy in general, however, 

I and the need to test such therapies in the substance abuse arena, most 
j were willing to make referrrds. 

I 

J 

I Of 690 adolescents referred to the CAT sites between May 1, 1998, and May 
I 31, 1999, 38.6 percent were referred by crijiiinal justice-affiliated agencies, 
24.8 pereent by farnihes (7.6 percent of which cmne from a media promotion 
of the CAT project), and 15.2 pereent by edueatiojial eomnmnity health and 
humaji sendee agencies (Webb & Babor, 1999). ^Vn analysis of adolescents 
admitted to treatment in the CAT study (Tims, Hamilton, Dennis, & Brantley, 
1999) revealed that 84.7 pereent were age 15 or older, 38.1 pereent were 
nonwhite, and 11.9 percent were female. The low rate of female admissions 
is attributable to at lemst two factors. The first involves the use of referral 
sourees such as juvenile probation departments that sene predominantly 
! imile clients. The second factor is that, of those females referred to the CAT 
study, more than one-third presented with eomorbid psychiatric disorders 
severe enough to exclude their participation in tlie study. 

i 

I Calient engagement was enhanced through five broad strategies. The first 
j was to make the transition between the research staff (the equivMent of the 
j intake staff in most agencies) and the clinical staff as personal as possible. 

I Wlien a therapist was not available to be introduced to the elient/family by 
I the research staff, the assigned therapist called the parents or the adolescent 
j before the first appointment to introduce himself or herself, begin ^dlianee 
I building, and clarify any questions about treatment partieipation. All of the 
j C\T interv'cntions begin with an emphasis on empathy and skillful rapport 
I building to build a strong therapeutie alliance and work through resistance 
! related to the coercive innuenees that may have brought the adolescent to 
j treatment. 

I 
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The second strategy was for the therapist to speak for 5 to 10 niinutes with 
any adolescent who had to wait more than 2 weeks to begin seiviee (a delay 
sometimes caused by randomization and the cycles of starting new groups) to 
sustain his or her motivation for semee invT)lvenient, 

The third strategy was to remove as many environmental olistaeles to 
treatment participation as possible by using geographically accessible 
service sites, providing assistance with transportation (that is, cab vouchers, 
! bus tokens, picking adolescents up in the agency van), and providing or 
i arranging child care. Case management, whether provided by therapists, 

I ease managers (in the FSN inten^ention), or even during the screening 
activities of the research staff, was an essential medium of engagement for 
those families whose lives were most chaotic at the point of initial contact 
with the GYT project. Eveiy effort was made to link what could be learned 
in treatment with what could help the immediate crisis presented by the 
I family. The CYT intenxjntions shared the message, have something that 
j could help with some of these problems and improve the quality of life for 
J vou and vour child.’’ 

! ■ , ■ 

j The fourth and most important strategy was to actively engage the adolescents 
j and families by creating strong therapeutic alliances, expressing interest in 
j their participation (e.g., by weekly phone prompts for participation), finding 
! a goal that the adolesecjit and family were interested in working on, 

I expressing optimism in their capacity to change, and persisting in family 
! contacts during the earliest signs of disengagement. FSN inten'cntion staff 
felt that home visits were ver\^ important in initiating and sustaining the 
involvement of the most treatment-resistant families. 

The fifth strategy w^as to provide a warm, collaborative, adolescent- and 
parent-friendly environmcjit (with informal but respectful hosting, providing 
pizza and sodas as part of the dinner-hour adolescent and parent meetings) 
and to provide specific incentives for involvement in treatment (help with 
veiy specific problems, fully subsidized treatment, and token prizes for 
I homework completion ) . 

I D. Safety Net Procedures. Safety net procedures involve strategies for 
recognizing and responding to adolescents who before or after entering 
outpatient care were thought to be in need of a higher level of care or 
allied senlees. We anticipated and experienced four scenarios that required 
such safety net procedures. The first involved emergency situations that 
I might arise related to an adolescent’s drug use during the course of the 
j study. All parents were provided a laminated card listing signs of acute 
I intoxication and oriented to procedures that could be used to respond to an 
I emergency. The second scenario occurred wlien adolescents underre|:)orted 
j the frequency ^ind intensity of their drug use at intake but disclosed it after 
[ they were randomized and admitted to one of the therapies. The third 
scenario involved the frequency and intensity of use escalating after the 
j adolescent had been admitted to outpatient treatment. The fourth scenario 
j occurred when an adolescent’s mental health status deteriorated following 
j admission, particularly where such deterioration posed the threat of harm 
j to himself or herself or others. Safety net procedures were established at 
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j all four sites that 1) ensured the periodic reassessment of the status of use 
j and the appropriateness of the level of care to wiiieli clients were assigned, 

; 2) ensured the availability and use of supervisory^ supports to formally 

j reevuluate changes in clients’ status and care needs, and 3) facilitated, 

I when needed, moving an adoleseent to a more structured and intense level 
j of care or the addition of collateral seniees. Wdiere alternative or additional 
I seniees were thought to eompromise evaluation of the effect of the GYT 
I intenention, the adoleseent and family were provided the additional seniees 
j but the adoleseent w'as no longer included in the study, 

\ 

I E. Concurrent Seniees. The exclusion of adolescents with severe psychiatric 
I illness from the GYT study does not mean that all adolescents with psyehiatrie 
! comorbidity were exehided from the CAT study. The majority of adolescents 
and families admitted to the GYT study presented with multiple problems, 
and the rate of psyehiatrie eoniorbidity of the adolescents admitted to the 
j study w'as quite high. Forty-two percent met the eriteria for attention 
1 defieit/hvperaetivity disorder, 55 percent met the eriteria for eonduet disorder, 

! and 29 percent presented with multiple symptoms of trauma tie stress 
j (Tims, Hamilton, Dennis, & Brantley, 1999). Those adolescents wiio w'ere 
I referred for more intense seniees prior to randomization and who were not 
I included in the CAT study were most likely to be excluded because they 
j presented a high risk of harm to themselves or others. (These risks were 
j identified through the participant screening form completed at intake and 
I through the assessment instrument [GAIN] [Dennis, Webber, White, et al,, 

! 1996] and the inteniewvs that were part of the intake process at all of the 

I CAT senice sites.) 

j ^ 

I The multiple problems presented by the CAT adolescents and their families 
raised an important clinical and research issue: Row to respond to the 
clinical needs they presented without contaminating (through eoncurrent 
seiviee involvement) the evaluation of the particular inteiventions in the 
CAT study. This problem w^as complicated further by the referral patterns 
of the agencies that linked adolescents with the GYT project. Acutely aw’are 
of the number and complexity of the problems many of these adolescents 
I presented, many of these referral sources used a shotgun approach — 

I simultaneously referring the adolescent and family to multiple treatments, 
j hoping that the cumulative dose of seniees would have some positive effect 
j on the ehild and family. These problems diminished through education of 
\ and negotiation with referral sources. It w^is a policy of the CAT study that 
I adolescents wx)uld not be allowed to remain in the study if they were receiving 
j eoncurrent treatment whose primary^ focus was the problem of substance 
I abuse or if they were receiving seniees wiiose impact w-as judged by the 
{ local staff to inordinately confound the impact of the (AT intenention 
j being provided. However, no adoleseent had to be excluded from the study 
j for such eoneurrent senice involvement. Several adolescents wiio were 
j treated simultaneously for collateral problems (e.g., being medicated for 
j hyperactivity or depression) wete allowed to enter and remain in the CAT 
I study because the focus of the eoneurrent seniees w^as not on substanee 
j abuse or dependency. 

I 

i 

I 
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I F. Session Miuiagement. Efforts were made to ensure that issues related 
I to the inaiiagenient of sessions that were not unique to the particular 
j inten-entions would be handled in reasonably eonsistent ways across the 
j sites. Wdiere proeedures were not the same, they were reviewed to ensure 
I the differenees would not eonfound outcomes. These discussions ineluded 
I how to respond to lateness, missed sessions, the criteria for dropping eases, 

I intoxication, contraband, disruptho behavior, preexisting relationships 
j between members, and a group session at which only one member is present. 

f 

I Lateness was handled by degree, by ensuring either that the client got the 
! minimal dose for that session or that the session was rescheduled. Missed 
I sessions were rescheduled or, in the ease of group interventions, provided 
! as mi abbreviated makeup session prior to the next scheduled session, (All 
j senices across the five modalities were expected to be completed within 14 
1 weeks of the time of the first therapy session, with local TGs reviewing and 
i approving any exeeptions to this rule,) 

} All programs made intoxication and possession of contraband grounds for 
1 exclusion from that particular session and a flag for reassessment of the 
j appropriateness of the current level of care, (\\diile rare episodes of an 
I intoxicated youth arriving for senices did occur, these episodes were 
j clinically managed without e,xeluding the adolescent from continued 
! senlce,) Only one adolescent per family was included in the C\T study, 

I and preexisting relationships between participants in the group modalities 
i were reviewed to determine whether the prior history wx)uld undermine or 
I enhance treatment, A group with only one member present vv^as conducted 
ill a 30- to 45-minute individual format eovering the material that vv^as 
scheduled for presentation. If an adolescent failed to appear for a faniily 
session, the session was condueted without the adolescent, 

I The TCs collectiv^elv" sought and implemented general strategies that could 
j enhance the effeetivcaiess of sessions for all of the CYT therapies. Strategies 
{ that served to minimize problems and enhance session effectiv’eness included 
i formalizing, posting, and consistently enforcing group/family norms on 
I such issues as dress (lianning drug/gang symbols on clothing) and language 
i (profanity, drug argot). In the group inten’entions, the closed group structure 
made it particularly important to guard against negatwe influences within 
the peer cultures that evxilved, A final issue was the appropriate level of 
contact between therapists and adolescents outside the intervention. The 
TCs decided that such contact should be minimized so as not to contaminate 
I model fidelity by altering dose. More speeifically, it vv’as agreed that all 
j extra-session contact should be responded to within the therapeutic 
I framework of the particular inten’ention, channeled into upcoming sessions, 

I documented, and brought to supenisors for review^ 

j 

I G. Gender jmd Cultural Adaptations. While there is significant momentum 
I toward the dev^elopmerit of standardized, empirically supported, and 
j manual-based treatments (Wilson, 1998; Carroll, 1997), there is a 
j simultaneous call for the refinement of standardized treatment that 
j includes gender and cultural relev’anee and effectiv'eness (Oiiandi, 1995), 
i All of the CAT therapists noted making changes in their delwerv^ of the 
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nianual'basecl treatineiits that were based on gender, eultiiral, and 
socioeeonomic status (SES) appropriateness. Thera]>ists in group interx’entions 
explieitly noted diversity issues in the group and ineorporated respeet for 
diversity into the ground rules established at the beginning of eaeh group. 
The most frequently mentioned adaptations ineluded: 

• Changing tlie language of the session to refleet eultural or 
geographieal norms 

• Adding items to some worksheets to make them more applieable 
to urban youth 

• Providing speeial writing and reading assist^inee to address 
illiteraey 

® vSlowing the paee and adding repetitions of key ideas to 
aeeornmodate learning impairments 

• Developing examples and illustrations of key points that had 
greater gender, eultural, and SBS relevance. 

Therapists emphasized it w^as not the eontent of intenentions that had 
changed; there were subtle changes in the way that eontent was framed or 
delivered. 

I'L Case MLx Issues. Therapists involved in the group intenentions 
(MET/CBT5, MET/CBT5 + CBT7, ESN) also decided to monitor closely 
client inLx issues according to gender, ethnicity, and other important 
dimensions. There was an effort to identify any potential iatrogenic effects 
of randomization (e.g., harassment, scapegoating, or other predatorv^ 
targeting of a vulnerable group member by other group members) ajid to 
actively manage potential negative effects of group support for antisocial 
behavior (Dision, McCord, & Poulin, 1999). This was managed primarily by 
establishing and enforcing norms for group sessions. 

I. Mutujil Aid and Peer Support Groups. In contrast to Project MATCH, a 
12-step facilitation therapy was not ineluded in the CYT study, and there 
was some variation in the philosophies of the 5 intenentions related to the 
desirability of mutual aid involvement by cannabis-involved adolescents. The 
ACRA, MDFT, mid MET/CBT intenentions do not directly encourage affiliation 
with addiction reeoveiy support groups, but they do frame such involvement 
positively if the adolescent is already involved in such a group or self-initiates 
involvement during the course of treatment. ESN, while strongly encouraging 
parents to participate in Al-Anon, does not directly encourage adolescent 
clients to affiliate with Narcotics AnonvTnous (NA) or Alcoholics Anonymous 
(/\A). Information on local mutual support groups is provided simply as one 
of many eommunity resources. There was more of an emphasis in all the 
CYT intenentions on involvement in drug-free prosoeial activities in general 
than on ^iddietion recoveiv- support group invoKement. 
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J. Ethical Issues. The TC meetings also provided a venue to discuss and 
formulate responses to some of the complex ethical and legal issues that 
can arise in the treatment of adolescent substance abuse (White, 1993). 
Considerable time was spent discussing questions such as: 

• What are the boundaries of confidentiality regarding disclosure 
of information about an adolescent to his or her parents? 

® Do parents have a legal/ethieal right to the results of their child's 
urine tests? 

® WlvAi eireumstanees would constitute a duty to report or duty to 
inteiwene? 

• What obligations, if any, do therapists have in responding to an 
adolescent’s disclosures of past or planned criminal activity? 

• How should therapists respond to reports of abuse (.^f adolescents 
by a parent or to failures by child protection agencies to 
intenene to ensure the safety of the adolescent? 



Discussion 



Carroll and colleagues (1994, 1996, 1997) are to be commended for helping 
transfer the technology model of psychotherapy research to addiction 
treatmejit outcome studies. The CYT study greatly benefited from the 
earlier experience of Project iVLVTCH in the use of this model. This paper 
has described a structure (the interface between a cross-site and cross- 
inter\^ention TC group and the CYT executive committee) and a process 
(monthly meetings of all the TCs and monitoring visits at each C\T study 
site) that were used to control contextual elements surrounding the 
experimental inter\'entions. Our goal was to hold these contextual elements 
constant across the inten'cntions in order to enhance our ability to measure 
the differences the experimental inten'cntions produced on outcome 
measures. We wanted differences in outcomes to reflect differences in tlie 
inteiwentions themselves and not factors incidental to the inten’entions. 



Wiiile there were major research design elements (consistency in clinical 
data collection instruments and procedures, inclusion mid exclusion criteria, 
and followmp procedures) that helped control such variance across sites and 
1 intenentions, we also sought to identify more subtle areas of potential 
j contamination of the study. By generating consistent cross-in ter\'Cnt ion 
I procedures to respond to lateness, missed sessions, disruptiveness, 

I intoxication, and eoneurrent participation in other sendees, vve were able 
j to ensure a consistent and a more precise definition of the dose and type 
I of sendees provided in, and collateral to, each intenention. By developing 
and monitoring safety net procedures across the sites and intenentions, we 
j were able to ensure timely and appropriate responses to the placement of 
j a client in an inappropriate outpatient modality who needed a higher level 
j of care and to respond to acute episodes of clinical deterioration that 
warranted a similar change in the level of care. We found that the 
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collaborative work of the TCs helped enhance the methodological rigor of 
the CTT study and helped establish a sound clinical infrastructure upon 
which each of the iiiteiwentions was tested. 

There are many aspects of the clinical managenient of the G\T project 
other than the efficacy of the particular interventions used that may have 
wide applicability to the field of adolescent substance alnise treatment. It is 
our \iew' that many of the procedures to pnnide overall clinical management 
of randomized field trials have great clinical utility and are likely to become 
future baseline clinical practices in the treatment of adult and adolescent 
substance abuse disorders. 

The technology model that, to date, has been used primarily as a me<ans of 
ensuring methodological rigar in rnultisite field trials seems to us to have 
enormous advantages for enhancing the quality of treatment and should be 
studied for potential adaptation to mainstream clinical practice. Those 
looking for w-ays to enhance the quality of adolescent substance abuse 
treatment w^ould be well seiwed to explore how^ the elements of this model 
could become part of the future definition of treatment as usual. Parents 
seeking help to address the substance abuse-related problems of their son 
or daughter ought to be able to expect that the theory^ behind the treatments 
they are offered can be articulated mid that their active ingredients can be 
defined. They should further be able to expect that these treatments ha\^ 
some degree of scientific support for their effeetweness and that they will 
be delivered in a manner consistent with procedures whose effectiveness has 
beeji validated. 

Incre^ised demands for such accountability and fidelity by parents, policy 
makers, and funding agencies will likely make manual-based therapies the 
rule iji the future, along with the training and adherence measures that 
accompany them. The technical aspects of cross-site clinical management 
of the GVT project have much to offer the field as a wiiole. The use of 
standardized assessment instruments that are capable of providing 
comprehensive assessment and treatment planning data should become a 
requirement of all adolescent treatment programs in the next decade. We 
further commend the use of central (and booster) training, videotaping and 
adherence ratings as standard practices in super\ision, and cross-site 
supenision as marx-elous tools for training and professional development. 
Finally, we believe that rigorous followmp (monitoring, feedl)aek, and, where 
indicated, early reinteiwention) should move from the realm of elinieal 
research to being an expectation, if not a requirement, of mainstream 
elinieal practice. The idea of providing serxiees without measuring outcomes 
will be incomprehensible in the veiy near future, and the technology to 
perform this task is rapidly emerging. Morale among staff working in the 
CYT project remained high, in part beeause of the near universal belief in 
the historical importance of this study mid the climate of excitement and 
diseoveiy that permeated the project. We believe that small field-based 
experiments to answer critical elinieal questions, opportunities for cross-site 
sharing, and the opportunity to work on papers and presentations can 
similarly contribute to staff morale within local semee organizations. We 
believe this milieu of curiosity, diseoveiy, and contribution is transferable 
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Appendix 4 



j and sustainable in natural clinical settings. Routine outcome inonitoring 
I and field-based experiments, Wke the other items in this discussion, must 
I simply be moved from the arena of elinieal research to the arena of standard 
I elinieal practice. This transfer of teehnology from the research environment 
to the elinieal praetiee environment, however, will not be simple. 

j If there is a single weak link in the eurrent praetiee of addiction treatment 
1 that will slow this teehnology transfer, we believe it is in the arena of elinieal 
! supervision. Comprehensive assessments, seienee-guided treatment planning, 
i empirically validated and manual-based therapies, regular adherence 
I measurement and monitoring, using clients’ response-to-treatment data to 
I individualize and refine standard inten-entions, and rigorous posttreatment 
i follovvaip (and early reinteivention, where called for) all flow from the clinical 
} infrastructure at the core of which is a elinieal supenisor. If we can elewate 
i the quality of elinieal supenision in the field — the selection, training, and 
I support of elinieal supenisors to do true elinieal supenision — to that of 
I clinical supenision in controlled elinieal trials, w^e will be able to ehannel 
I knowledge from elinieal research to clinical praetiee. 
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Conclusions 



Clearly defining the demographic and elinieal characteristics of client 
populations, presenting the active ingredients in a manual format and 
procedures inherent in particular treatments for those populations, 
monitoring therapists’ adherence to such proeediires, controlling contextual 
influences that can influence treatment outcomes, and conducting rigorous 
and sustained followaip to determine clients’ responses to particular 
inten^ntions eolleetively hold great promise in moving the treatnient of 
adolescent substance abuse from the status of a folk art to that of a elinieal 
science. The technologies used to build this science may themselv^es offer 
great potential in enhancing the quality of adolescent substance abuse 
treatment programs if they can be adapted for routine use in the elinieal 
setting. The C\T study confirms the importance that these new' tools can 
and will have in the future elinieal management of adolescent substance 
abuse treatment. 
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